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There should always be a distinction 
between non-union of a fracture and de- 
laved union. Six months or more without 
evidence of at least beginning callus 
formation, should be sufficient time for a 
fracture to be called non-union. 


The causes of non-union are as follows: 

(a) Compound fractures. 

(b) Frequent change in plan of treat- 
ment. 

(c) Too early removal of fixation. 


especially where 
without sufficient 


(d) Open reductions 
metal been used 
external splinting. 


(e) Multiple callus 
formation is retarded multi- 
plied demand. For example, in cases of 
fracture of the humerus, 


has 


fractures where 


because of 


thé arm. The other types of grafts com- 
monly used are inlay, intermedullary, and 
osteoperiosteal. Campbell and Henderson 
are very enthusiastic concerning the mas- 
sive onlay type of graft. The technique in 
our cases follows closely that of Campbell. 
fractures of 
bones are 


Inlay grafting is ideal for 
the tibia; but, in the arm, the 
so small that the cutting of a trough for 
insertion of a graft weakens the bone ma- 
terially and operation is slower because of 
the greater detail necessary in accurately 
fitting the graft. 


The intermedullary graft is better suited 
to fresh fractures where mechanical rather 
than osteogenetic assistance is necessary, 
as it has been found to be an obstruction 
in the marrow cavity and the percentage 





radius and ulna of the 
same arm, the surgeon 
should expect delayed 
union in more 
fractures; and, therefore, 
adequate fixation should 
be maintained over a rel- 


one or 





atively longer time. 


Massive autogenous on- 
lay bone grafts have 
been found to be the 
most successful in cases 





of non-union in bones of 
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of failure is greater in case of true non- 
union. 


The osteoperiosteal grafts have osteo- 
genetic power but have no mechanical 
strength. 


The onlay graft should be autogenous. 
While it is possible to obtain good results 
in the use of beef bone onlays, they, too, 
are better suited to internal fixation of 
fresh fractures. Autogenous grafts will 
unite with the flattened 


plied, the connective scar is removed from 
the fracture area. The marrow cavity is 
drilled out through the ends of the frag- 
ments. The sclerotic fracture surfaces are 
denuded in order that fresh bone be ap- 
proximated to fresh bone. The cortex of 
each fragment is flattened by the use of 
a sharp bone chisel. After the graft is 
placed on the flattened cortex. bridging 
across the fracture line, six drill points 
are used to fix the graft to the bone and 





shaft of the small bones 
of the arm and the graft 
is large enough to with- 
stand considerable strain 
without breaking. 

In our cases we use 
the autogenous bone 
pegs in fixing the graft 
to the bone fragments. 
The pegs are cut from 
the tibia at the time the 
graft is removed. It has 
been found convenient to 
prepare eight pegs; six 
is usually a_ sufficient 
number, but two extra 
pegs may be useful be- 
cause of danger of break- 














age or contamination. 
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the drill holes to main- 
tain fixation until the 
bone pegs are introduced. 
The bone peg is driven 
through the hole in the 
+ graft and through the 
fer hole which has _ been 
drilled entirely through 


= the shaft of the bone; 


that is, the autogenous 
bone peg engages the 
graft and both sides of 
the cortex. These pegs 
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Illustrating removal of graft from tibia. By means of electric motor saw, eight “ ; 
autogenous bone pegs are cut from the upper tibia and six holes drilled in the Further stabilitv 1S 

graft proper, before its complete removal . . - 
added by circling the en- 

Insert illustrates removal of endosteum from cortex. The endosteal bone may . 


be used later in filling any defects around the fracture area. 
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No. 3 chromic catgut. The wound is closed 
in the usual manner and, while the arm 
at this point feels very stable, external 
fixation is applied which is amply effici- 
ent. In cases of fracture of the humerus, 
a plaster shoulder spica is applied; in the 
forearm, molded plaster splints, extend- 
ing from the axilla to 


(2) There is danger of tourniquette 
paralysis in major bone operations of the 
arm. For this reason, we do not use a 
tourniquette. 

(3) In repairing fractures of the low- 
er humerus, radial nerve injuries are not 
unusual, but wrist drop following the op- 





the base of the fingers. 


Repeated x-rays are 
taken in order to learn 
the extent of callus for- 
mation. In the humerus, 
twelve to fourteen 
weeks’ fixation is con- 
sidered necessary; in the 
forearm, eight to ten 
weeks. However, there 
are no definite rules cov- 
ering the length of the 
bone healing period. 

There are several 
points to be considered 
in doing this type of 
bone graft surgery. 

(1) It is not a simple 
procedure and trained ~-—— 
assistants are considered 
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necessary in order that 
the operation be done 
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eration should not be a 
cause of anxiety, pro- 
viding the surgeon is 
certain that there has 
been no division of the 
nerve. Retraction, which 
is necessary, quite often 
causes sufficient pres- 
sure to cause temporary 
loss of radial nerve func- 
tion. 


(4) Bone grafts for 
non-union in_ infected 
compound fractures 
should not be done until 
one year has_ elapsed 
from the time of cessa- 
tion of drainage. 





In case of infection, 








following the use of the 


FIGURE 5 
Mlustrating appearance of massive onlay graft of humerus, after autogenous autogenous onlay graft, 
bone pegs have been driven in and graft further supported by double chromic in the majority of cases, 


catgut ties. 
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Two Interesting Pictorial Records of Massive Onlay Bone Grafts 

















FIGURE 6 
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Successful onlay graft 
following non-union of 
fracture due to loose 
Lane plate (left.) 











Failure of first onlay 
graft (right). Second 
graft recommended. 
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Successful Grafts After Many Months of Non-Union 
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Successful results ob- 
tained following second 
onlay graft (left). 











Unusually good results 

shown (right) fourteen 

weeks following massive 
onlay graft. 
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if external fixation can be efficiently 
maintained, union will occur in spite of 
the infection. 

(5) The condition of the skin should 
be perfect in the region of the fracture 
and in that part of the leg where the 
graft is removed and it is not feasible to 
operate through heavy 


(7) In the upper humerus, bone atro- 
phy may be quite marked. The soft con- 
dition of the bone makes it difficult to 
maintain internal fixation. The upper end 
of the graft should be driven up into the 
head, thus making a very secure anchor- 
age. The lower end of the graft can be 





adherent scars. 

(6) In cases where 
metal plates, beef bone 
or ivory plates, have 
been used unsuccessfully 
and have resulted in 
bone atrophy, it is bet- 
ter to remove them as a 
preliminary operation to 
a second or major graft 
operation. Two _ opera- 
tions are necessary, but 
the first one is simple. 
Arm cases could be out 
of bed within a few days. 
As soon as the x-ray 
shows the bone structure 














to be more favorable, 


the onlay graft should be A and B: Anterior-1 
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terior and |lat- C and D Anterior-posterior and lat- 
Non-union of eral views show good bony union four 
Man, age six- months after operation 











maintained, because cor- 
tical bone usually is 
sufficiently solid. 

(8) The operation for 
the bone grafting of both 
bones of the forearm at 
the same time, is a very 
formidable procedure. 
Therefore, if it is at all 
possible, conservative 
treatment should be used 
until at least beginning 
union is observed in one 
bone. We have found 
that an onlay graft fixa- 
tion of one bone tends 
to splint the forearm to 
a degree that union will 
be obtained in both 
bones. In case non-union 
persists in the unoperat- 
ed bone, a second bone 
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for smaller grafts, or the 
necessity of removing 
the grafts from both legs 
at the same time. 


CONCLUSION 


Autogenous bone 
grafts of the upper ex- 
tremity when done un- 
der proper’ conditions, 
are successful in a high 
percentage of cases. The 
results are undoubtedly 
much better than when 
metal plates, wires, or 
even beef bone plates are 
used. 

However, great care 
should be taken in the 
choice of cases; that is, 
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Meticulous technique 
should always be used at 
the time of operation, the 
gloved hand being kept 
out of the wound at all 
times. Instrumental tech- 
nique 1s most important 
Skin surfaces should be 
protected by either tow- 
els or sterile stockinette 


No matter how ‘stable 
the fractured bone seems 
to be following the appli- 
cation of the massive on- 
lay graft, adequate ex- 
ternal fixation must be 
maintained; otherwise, 
there is great danger of 
graft breaking before 
sufficient callus has been 
produced. 


It is impossible to esti- 
mate the number of 











weeks required for union 





in any fracture of this 


FIGURE 1 
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DIABETES MELLITUS* 


L. S. McAuister, M.D 
MUSKOGEE 


We as physicians should always be in- 
terested in the study of diabetes mellitus. 
In the large majority of cases, the disease 
though not curable is amenable to proper 
management. The properly stabilized pa- 
tient may even outlive some of his more 
fortunate though less prudent brothers. 

To the diabetic knowledge of his condi- 
tion is often life saving. For this reason 
the physician should adopt a teacher-pupil 
attitude toward his diabetic patients and 
strive to maintain it until his relationship 
with the patient ceases or better still until 
the patient has practically mastered the 
subject. An educated patient should be in- 
structed to purchase a diabetic manual 
After he has studied it a while the physi- 
cian should ask him practical questions to 
see if he is gathering knowledge. 

Some diabetics are congenital cheaters. 
Their misdemeanors vary from the simple 
over-indulgence in sweets to the terrible 
crime of bringing a bottle of tea to the 
doctor in place of a urine specimen. This 
latter incident was related to me by a for- 
mer preceptor. The patient, a girl of fif- 
teen, finally confessed after having been 
chastened by several severe attacks of 
coma. 

The maintenance of a nearly uniform 
concentration of sugar in the circulating 
blood is a fundamental adjustment of the 
human body according to Hewlett. Carbo- 
hydrate metabolism deposits glucose and 
other non-saccharides in the alimentary 
canal which are collected by radicals of 
the portal vein and carried to the liver, 
where by dehydration and polymerization 
in the presence of special hepatic fer- 
ments, glycogen or animal starch is 
formed. This storage process prevents 
rapid fluctuations in the blood sugar. It 
is aided by deposition of glycogen in the 
muscles and the formation of fat from 
glucose. 


*Read before Muskogee County Medical Society, November 
ll, 1935 


Glucose combustion occurs mainly in 
the muscles, hence the value of exercise 
in the treatment of mild diabetes. It is also 
well to recall here that “the fats burn in 
the flames of the carbohydrates,” i. e. one 
gram of carbohydrate is required in the 
metabolism of 1.5 grams of fat. 

The pathological physiology of diabetes 
is, to say the least, obscure, but something 
interferes with the normal carbohydrate 
metabolism in such a manner that a hyper- 
glycemia is the immediate result. A de- 
ficient storage of glycogen plays a part in 
the hyperglycemia that follows ingestion 
of food. However, the more generally 
accepted theory is a primary reduction in 
the capacity of the diabetic body to burn 
sugar. 

It is well to recall here that in normal 
protein metabolism 0.58 of the total pro- 
tein ingested will metabolize as glucose 
and in normal fat metabolism 0.10 of the 
fat ingested will metabolize as glucose. In 
diabetic metabolism these two factors 
contribute to the hyperglycemia. With the 
possible exception of oatmeal, one hun- 
dred per cent of all carbohydrates ingest- 
ed will metabolize as glucose. May I di- 
gress for a moment to recall that van 
Noorden recognized the tolerance of cer- 
tain diabetics for oatmeal and made it 
the basis of the diet which bears his name? 
He of course withholds all other carbo- 
hydrates and limits the ingestion of meat 
proteins. 

To return to the sources of hypergly- 
cemia; Luethje did a pancreatectomy on a 
dog and placed it on a carbohvdrate-free 
diet. The dog excreted a total of 1,175 
grams of sugar over a period of four 
weeks. Preformed glycogen was calculated 
to be not more than: 232 grams, which 
corresponds to 257 grams of sugar. There- 
fore the sugar derived from other sources 
was not less than 919 grams. 


As stated above the source of this sugar 
is protein and fat, a fact proven in 1910 by 





JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 47 


Pflueger and Junkersdorf. They demon- 
strated a marked increase in liver glyco- 
gen in dogs kept on a strict veal diet for 
several days. Veal was used because it 
contains a very small percentage of gly- 
cogen. In similar experiments they found 
that the ingestion of fats did not increase 
the liver glycogen. This work may be the 
basis of the low protein, high fat diet of 
Newburgh and Marsh. 


Luethje showed that feeding glycerin to 
pancreatectomized dogs increased the liv- 
er glycogen and resulted in glycosuria. 
Cremer showed the same in phlorhizinized 
dogs. Fats are only ten per cent glycerin, 
so from the standpoint of hyperglycemia 
they are not very important. 


Impaired carbohydrate metabolism re- 
sults in faulty fat metabolism which in 
turn produces acidosis, coma and death. 
Joslin says coma is preventable but we are 
not preventing it. “Various types of coma 
may complicate diabetes; but the most 
common, the most characteristic, as well 
as the most feared, is that which has been 
specifically designated as diabetic coma. 
This well defined clinical entity is char- 
acterized by unusually deep respirations 
(the air hunger of Kussmaul), by a mor- 
tality approaching one hunderd per cent, 
and by the presence of the so-called ace- 
tone bodies in the urine, tissues, blood and 
expired air.” To this description of Hew- 
lett’s we might add a low carbon dioxide 
combining power of the blood plasma. Any 
patient with a carbon dioxide combining 
power of twenty volumes per cent or 
lower should be treated as a case of coma. 
The source of all these phenomena is faul- 
ty metabolism of fat, with the production 
of beta-oxybutyric acid, aceto-acetic acid 
and acetone. I might mention here the 
non-ketogenic fat called intarvin, intro- 
duced by M. Kahn. It is simply the gly- 
ceral ester of margaric acid and contains 
an odd number of carbon atoms which of 
course prevents oxidation of the beta car- 
bon and the subsequent formation of beta- 
oxybutyric acid. 


The formation of “acetone bodies” is 
preventable by education of the patient 
and the maintenance of sufficient carbo- 
hydrate intake and metabolism to insure 
proper combustion of the fat ingested. 
This can often be accomplished by the bal- 





anced diet alone in mild cases but insulin 
should be used when needed. 


The pathological anatomy of diabetes is 
apparently not definitely settled but the 
majority of pathologists seem to favor 
some qualitative as well as quantitative 
disturbance of the isles of Langerhans in 
the pancreas. 

The symptoms of diabetes are well 
known, i. e. polyphagia, polydipsia, poly- 
uria, loss of weight, obesity, pruritus, 
weakness, lessening of visual acuity asso- 
ciated always with a fasting hypergly- 
cemia and nearly always glycosuria. 

Clinically the physician may encounter 
a low, medium or high renal threshold for 
sugar. Diabetes with a low renal threshold 
for sugar may be differentiated from the 
normoglycemic glycosuria of renal origin 
by means of the glucose tolerance test. 
Diabetics with low or medium renal 
threshold always pass sugar in the twenty- 
four hour urine specimen, but the diagno- 
sis is incomplete without the fasting blood 
sugar test or the glucose tolerance test. 
Diabetics with a high renal threshold will 
usually be missed by the physician unless 
he has a habit of repeatedly examining 
the twenty-four hour urine specimen. Jos- 
lin believes these cases due to renal block- 
age of sugar as a result of nitrogenous re- 
tention. I saw two examples of this during 
the past year in consultation with the man 
who found the sugar. He was a urologist 
who because of his specialty must fre- 
quently examine repeated urine samples 
on the same case. 


Both cases passed no sugar in the urine 
unless the blood sugar was above 230 
mgms. Both were obese and both had loss 
of visual acuity. Both became sugar-free 
on the balanced diet without insulin but 
both required large amounts of insulin to 
keep the blood sugar normal. One at pres- 
ent is taking fifty-four units of insulin 
daily and her sight has improved. The 
other survived a prostatectomy but died 
in coma a week or so later. Both cases 
showed a low insulin-dextrose equivalent 
and simulated insulin resistance. This type 
of case is not infrequently diagnosed by 
the ophthalmologist because of cataract or 
retinal hemorrhage. 


By association with various men I have 
learned the following diagnostic axioms: 
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1. Carbuncle should be regarded as 
diabetic until proven otherwise. 

2. Extensive furunculosis should have 
a fasting blood sugar or repeated 
Benedict’s tests of the urine. 

3. Generalized or genital pruritus 
should be regarded as diabetic until 
proven otherwise. 

4. Loss of visual acuity may mean dia- 
betes. 

5. Frequency of urination does not al- 
Ways mean cystitis. 

6. Neuritis is not uncommon in diabe- 
tics. 


— 


Gangrene may mean glycosuria. 

8. Intractable eczema should suggest 

urinalysis. 

When confronted with any of these con- 
ditions examination of a portion of a 
twenty-four hour urine specimen should 
be routine. 

TREATMENT 


Many mild cases might be managed by 
simple restriction of carbohydrates and in- 
structions as to general hygiene, cleaning 
up foci of infection, etc., but I would like 
to reiterate that to even the mild diabetic, 
knowledge of his condition may mean the 
saving or at least the prolongation of his 
life. Then, too, the case with a high renal 
threshold for sugar, a very severe type, 
may become sugar free on such simple 
treatment but his blood sugar may remain 
over two hundred mgms. He is therefore 
constantly subject to coma or gangrene. 


For these reasons I feel that all cases of 
diabetes should be worked out in detail 
and furnished with a prescribed, calculated 
diet plus insulin if necessary to maintain 
a normal blood sugar and body weight. 
The physician should hospitalize the case 
if at all possible and order bed rest and a 
basal maintenance diet. In estimating the 
diet it is necessary first to calculate the 
approximate total caloric requirements by 
multiplying the patient’s normal weight 
for age and height in kilograms by twenty- 
six calories. (In children of course the 
calories per kilogram is much _ higher.) 
Using Woodyatt’s formulas the total “G” 
is determined approximately by dividing 
the above product by seventeen. Protein 
in adults ranges from two-thirds to one 


gram per kilogram of body weight. In 
children it may run as high as three grams 
per kilogram. Carbohydrates may now be 
determined by substituting in the formula 
8G /10-P 2. Fat is equal to 2C plus P/2. 


The result is a balanced diet in which 
the ratio of G to fatty acid is as 1: 1.5. 
This aids in the prevention of ketosis and 
coma. The patient is kept on this diet until 
the urine is sugar free or until the doctor 
feeis that he needs the insulin crutch. 
Then as soon as possible the calories per 
kilo are increased to thirty-five or forty 
to care for the patient’s daily working 
needs. While in the hospital the patient 
should be taught to test his urine and the 
use of insulin if needed. He should also be 
taught to weigh his foods. Then on leaving 
the hospital he can buy a scale calibrated 
in grams and with the help of a chart 
showing the percentage of sugar in vari- 
ous food stuffs, measure out his diet at 
home. Some men claim all this is unneces- 
sary, but I was trained to teach the pa- 
tient. 

COMA 

Deaths are often due to treating pro- 
found insulin hypoglycemia with collapse 
as though it were diabetic coma. Of course 
in a mild case the patient can talk and the 
problem is relatively simple. On the other 
hand a profound case of each can hardly 
be differentiated superficially. The best 
and safest diagnostic approach is by urin- 
alysis and blood sugar examination, the 
latter being the most reliable. If labora- 
tory tests are not available we are told 
that in diabetic coma the eyeballs are soft 
and flabby. In severe insulin collapse 
Sehestedt claims that there is usually a 
unilateral or even bilateral Babinski re- 
flex. With the help of these two signs and 
good luck we may make the proper thera- 
peutic advance. 

Insulin shock, as you know, is treated 
by sugar or orange juice by mouth and 
severe cases by intravenous glucose. 

In regard to treating diabetic coma 1 
will merely quote from a recent article by 
Joslin: (1) Apply warmth. (2) On ad- 
mission twenty to fifty units of insulin 
are given on clinical evidence and tests of 
urine. The initial dose is repeated in thirty 
minutes and so on until clinical and chemi- 
cal evidence show improvement. Usually 
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we feel that an unconscious case requires 
two hundred units in the first two hours. 
Urinalysis every one or two hours is rou- 
tine. Using Benedict’s solution, a red test 
requires fifteen units of insulin, a yellow 
ten, and green five. (3)One thousand to 
one thousand five hundred c.c. of normal 
salt solution are given subcutaneously 
plus five hundred to seven hundred fifty 
c.c. intravenously if needed. A child would 
require barely half this amount. If no 
vomiting is present fluids by mouth are 
allowable but should be restricted to sixty 
or one hundred c.c. per hour for fear of 
acute gastric dilatation. (4) Gastric lavage 
is of great value. (5) Circulatory stimu- 
lants are indicated particularly in adults. 
Ephedrine has been given intravenously 
and subcutaneously in doses up to one c.c. 
Adrenalin is used for extreme collapse. 


(6) A cleansing enema is routinely given. 
(7) As conditions demand the patient may 
receive fifty to one hundred grams of glu- 
cose within twenty-four hours. Intraven- 
ous glucose is reserved for extreme col- 
lapse. Preferably the hyperglycemia of the 
circulating blood is utilized by means of 
insulin. Himsworth believes this opinion 
wrong and insists that the diabetic in 
acidosis needs “glucose covered by insulin 
and not insulin covered by glucose.” To 
prevent coma teach your patient. 
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The Thymus Syndrome in the Newborn* 


Hucu C. GraHaM, M.D. 
TULSA 


Ever since the first clinical reference to 
the thymus in 1614 by Plater,' of a tumor 
of the thymus in an infant dying quite 
suddenly, much attention from time io 
time, and sporadically, has been given to 
the place of the thymus in the body’s econ- 
omy both in health and disease. This paper 
is not a critique upon the thymus, but is 
an effort to direct attention to a disease- 
condition of the thymus in the newborn 
and in infancy inasmuch as there appears 
to be a definite tendency to minimize, and 
in some quarters to utterly ignore, the ap- 
parent dysfunction of the gland at the 
present time. This paper will not touch 
upon the thymus as related to status thy- 
micolymphaticus because it is a general 
systemic disease of childhood first de- 
scribed by Paultauf* and characterized 
anatomically by general hyperplasia of the 
lymphatic tissue and thymus, a small heart 
and narrow vessels. Such individuals have 
a low resistance and are likely to die sud- 


*Read before the Section on Obstetrics and Pediatrics, 
Annual Meeting of Oklahoma State Medical Association, 
Oklahoma City, May, 1935 


denly from cardiac failure. It would ap- 
pear that this theory of the cause of death 
must be altered, for Woldbott* has recent- 
ly shown the disease frequently is allergic 
with anaphylactic edema of the lungs and 
ensuing asphyxia as the cause of death. 
But in this paper I shall deal only: with 
certain aspects of thymus disease in the 
newborn and infancy up to six months. 
How frequent is the occurrence of thy- 
mus syndrome? The answer to this ques- 
tion depends upon the authority one 
quotes, and there is no final reply ready. 
The best recent study is that of Capper 
and Schless' who, in a study of one thous- 
and seventy-four newborn found the thy- 
mus enlarged in three hundred twenty- 
two, or thirty per cent, and of this number 
fifteen, or 4.7 per cent, showed symptoms. 
Therefore, of one thousand seventy-four 
newborn, only fifteen, or 1.4 per cent pre- 
sented the thymic syndrome. Hence, Cap- 
per and Schless conclude that “true hyper- 
trophy of the thymus gland in the new- 
born causing tracheostenosis and the typi- 
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TABLE I 


Incidence of Enlarged Thymus in Newborn 
With and Without Symptoms 
(Capper and Schless) 
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cal chain of symptoms is much rarer than 
it is commonly believed to exist.” In keep- 
ing with these findings one must conclude 
that thymus disease is not frequent. The 
general tendency among some investiga- 
tors seems to be in this direction. Cheva- 
lier Jackson, in his classic and pioneer re- 
searches, reported unmistakable cases of 
tracheostenosis observed bronchoscopical- 
ly due to pressure of the thymus upon the 
trachea with a consequent narrowing. In 
a recent communication, Jackson’ states 
that a partial review of his records shows 
one hundred twenty-seven cases out of 
two thousand one hundred eighty-two 
children with endoscopic findings of thy- 
mus compression, these having been 
brought to him for various causes, includ- 
ing foreign body suspected or known to be 
present, the diagnosis of enlarged thymus 
being made routinely, I infer. The inci- 
dence, then, in Jackson’s cases is 5.8 per 
cent. These cases were in children of all 
ages and the figures should not be quoted 
for the newborn alone, the newborn num- 
ber probably being quite smali. Yet Fink- 
elstein® states he has never seen a case of 
thymic asthma with definite compression 
of the trachea. Friedleben,’ in 1858, as a 
result of experimental and clinical inves- 
tigation, stated: “There isn’t any thymic 
asthma!” 


In order to call this matter to our at- 
tention again, I have taken seven consecu- 
tive cases in my practice, just as they may 
come in yours, all more than a year since 
first seen by me except one. This small 
group of cases presents, I believe, some of 
the important aspects of symptomology, of 


diagnosis, of treatment, and of prognosis 
as to be of some practical clinical value in 
everyday practice. As shown in Table II, 
the ages when I first saw these cases va- 
ried from six hours to six months. The 
onset of symptoms was at birth in five, at 
four days in one, and at four weeks in one. 
The order of birth is quite well distributed 
and the sex distribution was six females 
to one male. 


TABLE II 


Sccial Facts in Seven Cases of Thymus Syndrome 
(Graham) 
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Birth 7 18 hours Second born 1 
Birth 2 4 days Third born 1 
4 Days 1 4 days First born 1 
4 Weeks 3 4 wks. First born 1 
Birth 6 3 mos. Third born 1 
Birth 4 6 mos. Second born 1 
1 6 


The symptoms vary with each case and 
in each case they may vary from hour to 
hour or day to day. Table III presents the 
symptoms in order of frequency of occur- 
ence in this series. 


TABLE III 


Symptoms in Seven Cases of Thymic Asthma 
(Graham) 
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Cyanosis, usually never continuous 7 100 

Stridor 5 71 

Suffocative attacks, ckoking, coughing 5 71 
Dyspnea: continuous, intermittent, or 

paroxysmal 5 71 

Asphyxia 4 57 

Dysphagia 4 57 

Crowing or wheezing 4 57 

Vomiting 2 28 

Convulsions or spasms 1 14 

Blue baby at birth 5 71 

Poor gain or loss of weight + 57 

Mucus in vomitus or feces 3 43 

Cervical retraction 3 43 


In this small series of seven cases, as 
well as in all I have seen, cyanosis was the 
outstanding symptom as regards frequen- 
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cy. It was present in every case, but never 
continuous although nearly so in case one 
(Table IV) that died without x-ray diag- 
nosis or treatment. The cyanosis may be of 
any degree varying from very mild to the 
most severe, even to the duskiness of 
asphyxia which may follow in its wake. 
And the cyanosis may quickly, almost in- 
stantly and dramatically, lead to immedi- 
ate death. 

Stridor was present in five, or seventy- 
one per cent, of the cases and crowing. or 
wheezing, in four, or fifty-seven per cent 
of the cases. While these signs may be, and 
usually are, present they quite frequently 
are found in other conditions or diseases 
and may confuse the diagnosis. One case 
of stridor, seen in early infancy eight 
years ago and in which the thymus was 
ruled out, did not lose this sign until five 
and one-half years of age. 

The suffocative attacks were present in 
seventy-one per cent and usually were 
characterized by choking, coughing, and 
occasionally vomiting, which occurred in 
twenty-eight per cent. The suffocative at- 
tacks not infrequently were associated 
with dysphagia, present in fifty-seven per 
cent, which often was initiated by the in- 
gestion of water only. Asphyxia, present 
in fifty-seven per cent, may follow the 
suffocative attacks. 

Dyspnea, present in seventy-one per 
cent, is usually preceded by some degree 
of cyanosis. The dyspnea may be continu- 
ous in the severe cases although it may 
vary much in depth; it may be intermit- 
tent, fading insensibly from slight to 
marked; or it may be paroxysmal, assum- 
ing at times almost anginal proportions. 
Convulsions, or spasms, occasionally are 
present. 

The symptoms mentioned above are 
those usually referred to by authors. In 
my series, and in these seven cases, I have 
found four other findings which seem to 
be present frequently. It will be noted 
that five of the seven cases, seventy-one 
per cent, were blue babies at birth. A 
rather large percentage of babies are blue 
at birth due to various causes. The thymus 
baby is usually among them. Congenital 
heart disease is present in my series of 
newborn in about 0.3 per cent, while the 
thymus was diagnosed in three per cent to 


four per cent. If the newborn is a blue 
baby at birth, I think first of thymus dis- 
ease. 

The second additional symptom, present 
in fifty-seven per cent, was a poor gain in 
weight or an actual loss. The more severe 
the disease, the more pronounced is the 
loss of weight. And any gain in weight 
may be quite fickle 

The third additional symptom, present 
in forty-three per cent, was mucus in the 
vomitus and feces, especially the latter. 
Case six, from a nearby state, was being 
treated for mucous colitis but without 
avail. The symptoms of cyanosis, dyspnea, 
suffocation, asphyxia, and vomiting, and 
being a blue baby at birth to begin with, 
in the presence of some mucus in the vom- 
itus and excessive amounts in the feces 
only served to indicate mucous colitis. 
Two x-ray treatments to the thymus, even 
though the thymus was practically normal 
in lateral dimensions, served to cure the 
mucous colitis as well as the other symp- 
toms. 

The fourth additional symptom, present 
n forty-three per cent, was cervical re- 
traction. This sign was present in three of 
the seven cases, and in one case, a tenta- 
tive diagnosis of meningitis had been 
made when I was called in consultation. 
This infant (case three) was not a blue 
baby, was a normal delivery, and was well 
for four weeks when symptoms first ap- 
peared. The cervical retraction is probably 
a compensatory effort to overcome the 
tracheostenosis which may be present. 

Capper and Schless' state that before a 
diagnosis of thymus syndrome can be 
made you must differentiate and exclude: 
“(1) Atelectasis; (2) cerebral hemorrhage; 
(3) congenital heart disease; (4) laryn- 
geal anomilies or infections; (5) bronchi- 
tis or pneumonia; (6) hypertrophied me- 
diastinal glands; (7) retropharyngeal, 
peritonsillar, or cervical abscess; (8) asth- 
ma; (9) laryngospasm or tetany of new- 
born; (10) congenital laryngeal stridor; 
(11) micrognathia; (12) large adenoids; 
(13) breath holding; (14) macroglossia; 
(15) tongue swallowing; (16) foreign 
body in pharynx or larynx.” I should feel 
that if these sixteen conditions are ex- 
cluded, the diagnosis of thymus disease 
will surely stand. 
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It is my clinical impression that the 
thymic syndrome is of rather frequent oc- 
currence in the children I examine. I esti- 
mate it at about five per cent of those 
seen by me in the first year of life. I do 
not take x-ray pictures routinely of the 
newborn cases I see; only when symptoms 
supervene are radiagraphs made and 
sometimes, alas, not even then. Hence, at 
best my estimate of five per cent may be 
quite inaccurate; it is a clinical impres- 
sion. Perhaps Capper and Schless’ figure 
of 1.4 per cent is nearer being correct. Cer- 
tainly theirs is a brilliant and worthwhile 
contribution. Table IV shows the inci- 
dence in this series. 





TABLE IV 


Percentage of Incidence of Cases of Thymic 
Syndrome and Allergic Symptoms (Graham) 


Total number of cases examined 433 
Number of cases six months or under ex- 
amined 178 
Number of cases six months or under with 
thymus symptoms 7 
Percentage with symptoms (six months or 
under) 4% 
Percentage of six months or under with al- 
lergic symptoms 12.8% 


However, Searle* believes the incidence 
to thymus disease in all ages of childhood 
to be considerably higher than is general- 
ly believed. While he gives no percentage, 
he believes, judging from his large clinical 
experience and special attention paid to 
this syndrome, that too little emphasis is 
placed upon thymus disease. Searle states: 
“The symptoms are variable. Evidence of 
the disorder may be present at birth or 
entirely lacking, only to appear at a later 
period. Whenever the symptoms do ap- 
pear, they should be treated as an emer- 
gency. I believe the thymic syndrome of 





much more frequent occurrence than is 
generally believed.” 

Friedlander® states that “according to 
some clinicians enlargement of the thy- 
mus is supposed to be rather a rare condi- 
tion. Those of us who have been particu- 
larly interested in the question have been 
able to prove the fallacy of this view. The 
condition is in reality quite common.” 
Benjamin and Lange,'’ in an out-patient 
clinic in one year out of two hundred 
twenty-five new cases, reported the dis- 
covery of thymus disturbance in nineteen 
cases, or 8.4 per cent. 

The x-ray was the only treatment used 
in my cases. The number of treatments 
has ranged from one to six. Table V shows 
a correlation of the severity of symptoms, 
the x-ray findings, and the results both 
immediate and later, along with residual 
diseases or defects. 

In case No. 1 the symptoms came on 
suddenly on the fourth day, in the evening. 
The infant was seen in consultation after 
midnight. The symptoms did not appear 
very severe. The decision was made to 
postpone action until morning. Death oc- 
curred three hours later. 

In case No. 2 the symptoms were only 
slight to moderate and the radiagraphic 
findings showed a normal or only slightly 
enlarged thymus. One x-ray treatment 
gave excellent results. A second treatment 
was to be given in a week and the parents 
postponed it. At one month of age some 
slight cyanosis and slight dyspnea ap- 
peared Saturday evening and the parents 
decided to have another treatment on 
Monday. A severe suffocative attack fol- 
lowed by asphyxia occurred Sunday night 
with ensuing death. 


TABLE V 
Case Degree of When Symp- Radiagraphic ———Results———- Residual 
No. Symptoms toms Began Findings Immediate Later Diseases 
1 ++- Fourth day No x-ray No x-ray. -~- - = 
Death. 
2 ++ Birth: Blue baby Slightly enlarged or Excellent. Only Death —_— 
normal one treatment. 
3 + + Four weeks Moderately enlarged Excellent. Good - 
+++ Two treatments. 
4 + + Birth: Blue baby Moderately enlarged Excellent. 700d Cretin 
++ One treatment. 
5 +++ +4 Birth: Blue baby Not enlarged. Normal Excellent. Good —— 
One treatment. 
6 +++4 Birth: Blue baby Slightly enlarged Good. Three treat- Good ——- 
t ments required. 
7 t+#++4+ Birth: Blue baby Very much enlarged Fair. Six treat- Good Birth 
++++ ments required. injury? 





JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 53 


In case No. 4 the hypothyroidism was 
not the result of the x-ray therapy, but 
was present before treatment and was so 
diagnosed. Case No. 7 was a difficult de- 
livery, mid-forceps being used. The symp- 
toms were very severe and cerebral hem- 
orrhage was feared along with the thymus 
syndrome. However, such marked im- 
provement followed x-ray therapy for 
several days that I considered cerebral 
pathology less likely, especially since the 
radiagraphic shadow was very much en- 
larged. Some relapses of symptoms ap- 
peared which responded nicely to therapy, 
whereupon I diagnosed tentatively the 
condition as thymic asthma. The results 
were good. However, the child now four- 
teen months of age, has not progressed 
normally and I fear a diagnosis of at least 
low grade birth injury must be seriously 
considered. 

It will be noted that the size of the gland 
as shown by the x-ray does not necessarily 
indicate the severity of symptoms. In case 
No. 7 four plus degree of symptoms is 
paralleled by four plus size thymus, while 
in case No. 5 four plus symptoms are pres- 
ent along with a normal sized thymus. In 
case No. 2 the symptoms were two plus 
and the thymus normal or one plus, and 
death resulted. There appears to be no 
definite relation between the size of the 
thymus and symptoms, if any. 

SUMMARY 


1. It is my opinion that thymus dis- 
ease occurs rather frequently and that, 
while it is sometimes incorrectly diag- 
nosed, its diagnosis when present is much 
more frequently missed. In the series of 
seven cases here reported as thymic syn- 
drome of six months or younger, the inci- 
dence is four per cent. 

2. It is my opinion that simple hyper- 
plasia or lateral enlargement of the thy- 
mus gland should not be diagnosed as 
thymus disease on the basis of x-ray find- 
ings alone, but it should be carefully ob- 
served and certainly so diagnosed when 
symptoms appear. And, conversely, in the 
presence of thymic symptoms and absence 
of positive x-ray findings (case No. 5), I 
feel immediate and adequate x-ray thera- 
py should never be denied any child." 
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Rosacea Interpreted as Bacterid From 
Focal Infection 


The recovery of a patient having rosacea, which 
condition cleared up promptly, after drainage of a 
maxillary empyema caused by an infected tooth 
prompted Hermann Feit, Elizabeth Ann Laszlo and 
Frank Vero, New York (Journal A. M. A., Novem- 
ber 30, 1935), to investigate the question of focal 
infection in rosacea in fifty patients. The majori- 
ty of these patients had previously received the 
usual forms of treatment for rosacea without ap- 
preciable improvement, and the authors’ efforts 
were concerned chiefly with the detection and re- 
moval of focal infections. The group studied had 
rosacea for an average of four years. The portion 
of females to males was four to one. The greatest 
number of cases belonged to the age group of thirty 
to forty years. The next largest number belonged to 
the group between twenty and thirty years. The in- 
fections most frequently found were dental 
(twenty-nine cases). The next largest number of 
focal infections was found in the paranasal sinuses, 
of which the maxillary was involved most fre- 
quently. The third most frequent type of infection 
was chronic tonsilitis. In addition, otitis media, 
cervical adenitis, chronic appendicitis and deep- 
seated cutaneous infections were considered as 
possible foci. Eighteen patients suffered from 
chronic constipation. Since these cases were tabu- 
lated a patient was observed with endometritis 
whose rosacea has cleared up following curettage. 
Removal of focal infections resulted in fourteen 
cures, thirteen greatly improved, twelve improved, 
and one unimproved; ten were not observed for a 
sufficient length of time. The results would have 
been better were it not for the refusal of some 
patients to undergo the various operations indi- 
cated, such as dental extraction and tonsillectomy. 
In some elderly patients the advisability of such an 
operation seemed questionable. 

— -O 
Heart Reserve 


It is wise to use all precautions to safeguard 
the body during the advancing years so that one’s 
bodily health as well as the youthful spirit may 
be maintained as long as possible. Dr. Frank T. 
Fulton continues his discussion on “Budgeting the 
Reserve Strength of the Heart” in the January 
Hygeia. 

If by chance one suffers the serious accident of 
having one of the coronary arteries blocked by a 
clot, thus cutting off temporarily the circulation 
of a portion of the heart muscle, the situation is 
difficult. The reserve strength may be at the zero 
point. Absolute rest in bed for a long time is im- 
perative. 
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URETHRAL STRICTURE* 


S. F. Witpman, M.D. 
OKLAHOMA CITY 


The management of urethral stricture 
oftimes spells the fate of the patient, as a 
stricture of the urethra may lead to any 
of the sequalae of urinary obstruction. An 
obstruction to urination is often followed 
by a compensatory hypertrophy of the 
trigone and as hypertrophy of the trigone 
is sometimes a cause of obstruction, it is 
important to remember that the trigone, 
as shown by Young,' is a continuation of 
the longitudinal muscle fibers of the 
urethra superimposed upon the muscle of 
the bladder wall. 


It is significant that the nerve supply of 
the urethra, the muscle layers and the 
cutaneous surface all come from the same 
cord of the sacral plexus, of the pudic 
nerve, which divides into the perineal and 
dorsal. Let us decide what conditions shall 
be considered in a stricture of the urethra. 
A stricture has been defined as the abnor- 
mal narrowing of a canal, duct, or passage 
either from cicatricial contraction or de- 
posit of abnormal tissue.“ Organic stric- 
ture of the urethra is the result of inflam- 
matory action causing an effusion of 
lymph into the submucous cellular tissue 
and of the lining membrane. We may con- 
sider this as a soft infiltration. In old cases 
and repeated attacks of acute exacerba- 
tions, the tissue becomes inelastic and 
firm, almost of the consistency of fibro- 
cartilage. This may be considered a hard 
infiltration. 

Besides the organic stricture there is 
also a spasmodic stricture,* which most 
frequently causes acute retention, due to 
a spasm of the urethra. This condition is 
noted in post-operative cases and occasion- 
ally results from hernia, vericocele, and 
probably other adjacent irritations. 

As the prostatic urethra and the exter- 
nal spinchter receive fibers from the pudic 
nerves which supply the urethra and the 


*Read before the Urological Section, Annual Meeting, 
Oklahoma State Medical Association, Oklahoma City, May, 


1935. 


surrounding muscular apparatus,‘ it is not 
difficult to understand why the irritation 
from any lesion in the urethra should 
result in an acute spasm of the same. 

The importance of a correct diagnosis 
and proper treatment will be more forci- 
bly impressed if mention is made of the 
ultimate injurious possibilities. These ef- 
fects may be placed under three headings: 

1. Local—Those confined to the genito- 

urinary tract. 

2. Systemic. 

3. Nervous reflexes. 

The effects under one and two run par- 
allel with urinary retention, or urinary 
stasis caused by strictures long standing 
and small calibre, while nervous reflexes 
frequently result from stricture of large 
size. 

Under local effects are found saccula- 
tions posterior to the stricture, oftimes an 
abscess, and tissue infiltration. Engorge- 
ment of the veramontanum, trigonitis, and 
trabeculations of the bladder, giving rise 
to sacculations and diverticula which in- 
vite residual urine, thus resulting in cysti- 
tis and deposits which may form vesicle 
salculi. 

Under systemic effects is toxemia, the 
result of absorption from residual urine. 
It has been demonstrated that stricture 
anywhere in the genito-urinary tract can 
be a cause per se of high blood pressure 
and increased cardiac burden, while the 
entire chain of symptoms due to uremia 
may result from urethral stricture. 

Nervous reflexes may be manifested by 
severe occipital headaches, eye and ear 
disturbances, neuralgia of cord and testes; 
profound mental depression, gastro-intes- 
tinal upset, hypochrondria and impotence. 

Diagnosis: In approaching a correct in- 
terpretation of existing symptoms, several 
principles must be kept in mind: 


1. The size of the meatus. 
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It has been pointed out many times that 
a contracted or pinhole meatus may be 
the chief cause of urinary obstruction and 
may lead to any one or all of the effects 
mentioned above. Therefore, do a meatoto- 
my at once, cut to a size larger than the 
urethra to allow for some contraction on 
healing.° 


As the slightest obstruction in the ure- 
thra is able to produce the gravest symp- 
toms, both local and general, and if the 
balance between the natural expulsive 
force of the bladder and friction of the 
stream along the urethra is disturbed, the 
bladder may be irritated and the kidney 
function depressed. 


With a persistent gleet following a case 
of urethritis, especially if there is difficul- 
ty in urinating, dribbling of urine, persist- 
ent shreds and possibly nervous reflexes, 
one may suspect stricture." 


Urine may possess an irritating quality 
from the predominance of an acid or alki- 
li, the persistence of either keeping up 
irritation, and a urinalysis should be done 
preceding any form of instrumentation. 


Also there are three principles in in- 
strumentation we must not forget: 


1. Anesthesia—Our choice is Nuper- 

caine. 

2. Lubrication. 

3. Gentleness. 

For filiform strictures, we prefer the 
woven one-piece Phillips catheter or bou- 
gie. 

Brickner’ says: “Force is never helpful 
in overcoming the resistance of a stricture 
to instrumental passage; it is bound to 
do harm. A combination of patience, with 
a strong admixture of gentleness and judg- 
ment will effect the desired result in most 
cases.” 

The management of stricture depends 
upon the following factors: 

1. Condition and age of the patient. 

2. Size and location of the stricture. 
3. Extravisation and infection. 

In the event of an acute retention from 
tight organic stricture, if toxemia and 
hypertension exist, especially in an elderly 
patient, it would be preferable to do a 
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suprapubic cystotomy and dilate the stric- 
ture later. 


Size and location: A stricture of small 
size in the posterior urethra in which a 
filiform may be teased through may be 
left in place for the urine to dribble 
around. Generally in twenty-four hours 
there will be a relaxation so that a small 
gum catheter may be inserted and gradual 
dilitation begun with a gum bougie. 


In event of infiltration and infection, a 
suprapubic cystotomy should be done at 
once, all areas of extravasation laid open 
and packed. The urine must be diverted 
from these areas. After a stricture has 
been dilated to size eighteen with woven 
bougies then metal sounds may be used 
for further treatment. 


I would like to stress the following 
points: 


1. Anesthesia, lubrication and gentle- 
ness. 

2. In elderly patients with hyperten- 
sion and toxemia complicated with 
a filiform stricture, we think the 
safest thing to do is a suprapubic 
cystotomy and dilate the stricture 


later. 
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Should Heterophile Antibody be Used in 
Treatment of Pneumococcic Pneumonia? 


In order to shed some light directly on the rela- 
tionship of heterophile antibody to the course of 
lobar pneumonia in man, Maxwell Finland, Bos- 
ton; James M. Ruegsegger, Durham, N. C., and 
Lloyd D. Felton, Baltimore (Journal A. M. A., 
October 12, 1935), studied the content of sheep cell 
hemolysin in the serums of 120 patients with 
pneumococcic pneumonia, including twenty-four 
who were treated with concentrated antibody from 
antipneumoccccus horse serum. The serums of 
subjects immunized with potent pneumococcus an- 
tigenic fractions and of normal controls were 
tested for comparison. A total of 671 serums were 
examined. On the basis of their observations the 
authors conclude that heterophile antibody has no 
relationship to the course or outcome in human 
cases of pneumococcic pneumonia. Their data 
failed to show that pneumococci, when active in 
causing pneumonia in man, exhibit the charac- 
teristics of hetrophile antigen. 








56 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


Disappointing Results From Ionization Treatment 
for Hay Fever 
Maximilian A. Ramirez, New York (Journal A. 
M. A., Jan. 25, 1936), used the ionization technic 
recommended by Warwick in fifty cases of true 
(seasonal) pollen cases, so-called hay fever, and 
twenty-five were cases of nonspecific perennial 
vasomotor rhinitis that did not give a positive skin 
reaction to allergens ordinarily used in testing. In 
the group of nonspecific perennial vasomotor 
rhinitis he believes that there was evidence of 
benefit and that the vast majority were improved. 
In the hay fever series (seasonal pollinosis) the 
treatment was a complete failure. Passive transfer 
tests performed with the serum of several of the 
hay fever patients showed no variation whatever 
following ionization treatment. 
——————-0- —E 
Diuretic Action of Potassium Salts 


The biochemical studies of Norman M. Keith and 
Melvin W. Binger, Rochester, Minn. (Journal A. 
M. A., November 16, 1935), indicate that potassium 
is readily absorbed from the intestine, disappears 
quickly into the tissues, and can be rapidly ex- 
creted by the kidney. The small amount in the 
blood serum, even after ingestion of a considerable 
quantity, raises the question as to its manner of 
storage and subsequent liberation for excretion. 
The two chief storehouses of potassium are the 
erythrocytes of the blood stream and the cells of 
voluntary muscle. In health, any excess secms to 
be quickly removed from the blood serum and is 
then gradually excreted by the kidneys. Following 
depletion of potassium due to starvation and that 
seen in cardiac edema, there is retention with a re- 
filling of the muscle storehouse. The efficiency 
with which the kidney concentrates potassium, at 
least fifty times, readily explains the rapid elimi- 
nation of a great excess taken in the diet by eaters 
of potatoes, for example. The ability of the kidney 
to excrete potassium may be maintained late in 
chronic nephritis in a similar way to its ability to 
eliminate creatinine. The much greater concen- 
tration by the kidneys of potassium than sodium 
may possibly be explained by less reabsorption of 
the former in the renal tubules. The authors’ re- 
sults together with those of Miller again empha- 
size the well known fact that potassium and sodium 
have certain independent biologic functions, as, 
for instance, the high concentration of sodium in 
blood serum and interstitial fluid in contrast to 
the small content of potassium, the high concen- 
tration of potassium in the erythrocytes with little 
or no sodium present, and also the initial retention 
of water with the ingestion of sodium salts in con- 
trast to loss of water after taking potassium salts. 
The present study shows that five potassium salts 
cause diuresis. The cation potassium is readily ex- 
creted in each instance by the kidney; it also 
brings about a definite shift of the acid-base 
equilibrium in the urine toward the alkaline side. 
These two facts offer a possible explanation for 
its diuretic action. Of the five salts the nitrate 
produced the most marked effect, which empha- 











sizes the importance of the anion as well as the 
cation in considering the diuretic action of a given 
salt. The authors state that their clinical results 
with potassium salts confirm the results of the 
therapeutists of the last eighty years. They prefer 
potassium nitrate because, after its use, diuresis 
frequently occurs. In their experience it is less 
likely to cause toxic symptoms than ammonium 
nitrate. Its action, when combined with other 
diuretics, is also often satisfactory. Organic com- 
pounds of mercury act more rapidly but in so do- 
ing may injure tissue, such as those of a diseased 
kidney. Potassium salts. more particularly the bi- 
carbonate, acetate and citrate, produce a rapid 
shift in the acid-base balance, rendering the plasma 
and urine more alkaline. This action suggests that 
these potassium salts may be more effective and 
less likely to cause edema in combatting acidosis 
than sodium salts. They might also be used when 
a strongly alkaline urine is desired. 
- es Oe —— 
What to Play With? 

Toys are the realities of the childs world. They 
are to him what work and tools and recreation 
are to adults. To a large degree, appropriate toys 
for the various age levels depend on the individ- 
ual child; the toy should be just a little more ad- 
vanced than the child’s present stage of develop- 
ment. Billie Teel Mettel concludes her discussion 
of “Toys and Games That Teach and Train” in 
the February Hygeia. 

The preschool child should be given playthings 
of an order not so plentiful in school, that will 
give him contact with nature, instruct him in sim- 
ple handiwork and exercise the large fundamental 
muscles. Imitative play becomes important at this 
time, and the laundry set, drawing paper and 
wooden garden tools are welcome and appropriate 
toy gifts. 


0o-—_- —___—- 





Goggles Are Necessary Safeguard for the Eyes 


In terms of workman’s compensation, industrial 
eye hazards are more serious than any other group 
of accident hazards. It is estimated that the actual 
costs of eye injuries in industry amount to ap- 
proximately fifty million dollars a year in this 
country. Rose Henderson discusses the many uses 
for goggles as a protection for the eyes in the Feb- 
ruary Hygeia. 

Goggles save sight and money. Their protection 
means better work and more of it, since the men 
can go about their work without fear of flying 
Slivers of steel or splashes of hot metals or chemi- 
cals. 

Frequent examinations of the eyes of employees 
and the transfer of workmen whose vision is too 
much taxed by close work to less exacting jobs 
does much to prevent blindness and accidents in- 
volving other injuries. Safety education is of course 
the greatest aid in eliminating eye hazards in in- 
dustry. Eternal vigilance is the price of greater 
safety on the part of every one connected with in- 
dustrial occupations. 


Report of Licenses Granted to Practice Medicine 


The following were granted licenses during the month of January: 














NAME Year of Place of Birth School of Year of DDRESS 
Birth . =e Graduation Ascunss 

Seibold, Geo. Joseph, Jr. 4-28-1909 Olney, Illinois Oklahoma University 1934 St. Louis, Missouri 

Lindstrom, Wm. Carl 11-17-1910 Ada, Oklahoma Oklahoma University 1934 Oklahoma City, Okla. 
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EDITORIAL 





ANNUAL MEETING 


The dates of the Annual Meeting, which 
is to be held at Enid, are April 6, 7, 8, and 
an excellent program is in the process of 
arrangement. 

We have been fortunate in procuring 
as guest speakers some of the outstanding 
authorities of the nation and the Sectional 
Chairmen report interesting and instruc- 
tive programs. 

The early date is necessitated by the 
early date which has been set by the 
American Medical Association for thei! 
meeting in Kansas City and it has conse- 
quently been necessary for the Section 
Officers to speed up their work in pro- 


on 
= 


curing their programs which they have 
satisfactorily done. 

The Garfield County Medical Society 
has made every effort to make their ar- 
rangements satisfactory and complete and 
the members of the State Association can 
be assured of not only an excellent scien- 
tific program but extensive arrangements 
for their entertainment. 

The hotel facilities in Enid are sufficient 
to accommodate a large convention and it 
has been arranged so that each of the lead- 
ing hotels, the Youngblood and the Ox- 
ford, will have some of the Section work 
as well as some of the exhibits. 


There will be a great deal of business to 
be transacted by the House of Delegates 
and it will be important that each Dele- 
gate be on hand for the opening session, 
Monday night, April 6th, in order that 
they may lend their counsel and advice 
in the solution of many important prob- 
lems. 


A complete program will be published 
in the March issue of THE JourRNAL and 
after you have perused it you will find 
that you cannot afford to miss this im- 
portant meeting. 


eo 


ANNUAL DUES 


As the Council for the past two years 
has taken special action relative to the 
date of delinquency in the payment of 
dues, it is thought this year the same rule 
should apply. Dues will become delinquent 
and penalty attached after February 29th. 
All Secretaries will please take notice of 
this and see that this information is given 
members of their County Societies. All 
remittances must be in before the first of 
March, otherwise the penalty of $2.00 per 
member, as fixed by the Constitution and 
By-Laws, is required. 

O 


“WHY AN AUXILIARY?” 


The campaign now well under way to form 
auxiliaries to the county and state medical societies 
gives point to the question raised in the Wisconsin 
Medical Journal, “Why an Auxiliary?” We might 
as well ask “Why a Wife?” says the writer, who 
dips his pen in effervescent ink and gives us this 

Medical organizations went on for nearly a cen- 
tury in a state of single blessedness. Like an old 
bachelor it never seemed to realize that it was do- 
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ing many odd jobs which could be done by a help- 
mate and that its standing in the community was 
being sorely neglected. Then one spring morning 
some ten years ago came a comely lady, who an- 
nounced herself as Mrs. Auxiliary, rolled up her 
sleeves, nudged Mr. Medicine in the side, and said, 
“Shove over—I’m going to pitch in, help get your 
house in order, and I’m going to be your partner.” 

The old fellow, unaccustomed to team work, 
grumbled and still sputters at times, but down in 
his heart realizes how efficient she has been. Dur- 
ing the years she has grown and developed into a 
buxom housewife, on whom he has learned to de- 
pend more and more. She has been helpful in more 
ways than he realizes and she can do more and 
more for him as time goes on and he learns more 
to rely on her. Her main job is to improve his 
standing in the community. He has been a hermit 
and has covered up his sterling qualities and his 
good deeds. He has had a few contacts with others 
and she can do much in bringing about a better 
appreciation of his work and of his worth.—N. Y. 
State J. M., October 5, 1935, also Pennsylvania 
Medical Journal, December, 1935. 


——$——$$ $$ ——————_—____— 


Editorial Notes—Personal and General 


DR. FLOYD S. NEWMAN, Shattuck, will spend 
six weeks in New Orleans taking special work in 
eye, ear, nose and throat at Tulane University. 








DR. L. S. WILLOUR, McAlester, spent two weeks 
in Memphis, doing special orthopedic work at the 
Willis C. Campbell Clinic. 


DR. M. S. GREGORY, Oklahoma City, an- 
nounces his removal from 2209 N. W. 22nd, to 
1202 Medica! Arts Building. 


DR. GREGORY E. STANBRO, Oklahoma City, 
announces his removal from Twelfth and Harvey 
Streets, to 1111 Medical Arts Building. 


DR. HENRY H. TURNER, Oklahoma City, re- 
cently addressed the North Texas Medical Associa- 
tion meeting in Dallas, on “The Pathogenesis and 
Treatment of Obesity.” He was also guest speaker 
of the Sedgwick County Medical Society at Wichita, 
Kansas, January 7, where he spoke on “Recent 
Advances in Endocrinology.” 

DR. R. M. SHEPARD, Tulsa, addressed the Craig 
County Medical Society, January 7, on “Pulmonary 
Tuberculosis.” 

DR. E. L. BAGBY, Vinita, has been appointed 
Superintendent of the Northeastern Oklahoma 
Hospital at Enid. 


DR. C. S. NEER, Vinita, who has been ill in an 
Oklahoma City hospital for some time is reported 
improving. 


DR. CAROLINE BASSMAN, Claremore, is re- 
ported ill in a Tulsa hospital. 
— ——__——__-—(0- ———————— 


American College of Surgeons 


The Southwestern sectional meeting of the 
American College of Surgeons will be held in Dal- 
las, Texas, on Wednesday, Thursday and Friday, 
March 4, 5, 6, with headquarters at the Baker 
Hotel. 


Arrangements have been made for operative 
clinics each morning in the Dallas hospitals and 
hospital conferences will be held Wednesday and 
Thursday mornings. 

Some of the distinguished visitors from outside 
of the section are: Doctors Geo. Crile, Cleveland; 
Alfred Adson, Rochester; Philip H. Kreuscher, Chi- 
cago; Donald C. Balfour, Rochester; Edward Jack- 
son, Denver; Alton Ochsner, New Orleans; Mal- 
colm T. MacEachern, Chicago; and Mr. Robert 
Joily, Houston 

The States included in this sectional meeting 
are Texas, Oklahoma, Arkansas, Louisiana, New 
Mexico, Arizona and the Republic of Mexico. 

Invitation is extended not only to the Fellows of 
the College but to the medical profession at large. 

el) 


A Post-Graduate Course 


A post-graduate course in “Neuropsychiatry in 
General Practice’ will be held at the Menninger 
Clinic, Topeka, Kansas, April 20-25, inclusive. The 
course given last year will be repeated with re- 
visions. Lectures, case studies, and seminars in- 
cluded in the five and a half day course will be 
exclusively directed to the application of modern 
neuropsychiatric principles to the cases which the 
general practitioner frequently sees in this field 


The course will be given by the members of the 
staff of the Menninger Clinic, assisted by others 
to be announced later. 


Primary Esophageal Carcinoma, With Especial 
Reference to Nonstenosing Variety: Clinico- 
Pathologic Study Based on One Hundred 
and Eight Necropsies 


Robert W. Mathews and Truman G. Schnabel, 
Philadelphia (Journal A. M. A., November 16, 
1935), state that during a period of approximately 
thirteen years 260.000 patients were admitted to 
the Philadelphia General Hospital. Of this num- 
ber, 247 had carcinoma of the esophagus, less than 
0.1 per cent. Of these 226 died in the hospital and 
the remainder after being discharged. One hun- 
dred and eight came to autopsy; of this number 
twenty-two, or 20.3 per cent, exhibited a non- 
stenosing variety of lesion, and in eighty-six the 
lesion was certainly obstructive. The results of the 
clinicopathologic study of these autopsies are pre- 
sented. Patients with nonstenosing esophageal car- 
cinoma presented weight loss, pains in the chest, 
vomiting, cough, hoarseness and weakness as out- 
standing symptoms. Dysphagia was distinguished 
by its relative infrequency, whereas in the stenos- 
ing group it was the dominant symptom. The sex, 
age and race incidence, the location of pain, the 
metastases, and the immediate causes of death 
were much alike in patients with stenosing and 
nonstenosing lesions. While clinically both the sten- 
osing and the nonstenosing lesions were rapidly 
malignant, the clinical courses in the nonstenos- 
ing group was only one third as long as that of the 
stenosing. Pathologically, these tumors were not 
particularly malignant, and there was no correla- 
tion between the grade of the tumor, the clinical 
course and the stenosing or nonstenosing tenden- 
cies. Whether roentgen investigation is positive or 
negative for this disease, the patient should be 
studied subsequently by esophagoscopy, and, at the 
same time, properly selected tissue should be pro- 
cured for histologic study. A single or even a sub- 
sequent report of failure to find a tumor, how- 
ever, should not be considered as finally preciud- 
ing a diagnosis of carcinoma. 
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February Radio Programs by the American 
Medical Association 


February 18: Heart Disease—Speaker, Dr. Mor- 
ris Fishbein. Is it really increasing; what causes it; 
how to prevent it and how to live with it. 

February 25: Crippled Children—Speaker, Dr. 
W. W. Bauer. Injuries and diseases which cause 
crippling and what medicine, surgery and physical 
therapy can do for crippled children 

These programs are heard each Tuesday after- 
noon at five o'clock eastern standard time on a 
coast-to-coast network of the National Broadcast- 
ing Company and on short waves 


—— a 
Natural Conception Control 

In discussing the factors governing the periodic- 
ity in the fertility and sterility cf women, Leo J. 
Latz, with the technical assistance of E. Reiner, 
Chicago ‘Journal A. M. A., October 19, 1935), states 
that the life of the sperm cell within the female 
genitalia is less than forty-eight hours. The most 
important factor influencing the length of the fer- 
tility of the spermatozoa in a harmful way is the 
body temperature within the vagina. The ovum 
can be fertilized for only a few hours after ovula- 
tion. Ovulation occurs on the fifteenth day before 
the beginning of the next menstruation, according 
to Knaus, and between the twelfth and the six- 
teenth day before the commencement of the next 
menstruation, according to Ogino. The fertile 
period in cycles of from twenty-one to thirty- 
eight days is depicted graphically according to 
Knaus and its modification as advised by the 
author. For practical reascns in applying the 
method, when instructing women in its use he has 
added an additional day before and two days after 
the fertile period to allow for possible errors in 
computation. This gives eight days of abstinence, 
which he advises in regularly menstruating women. 
He gives rules to be followed in the use of the safe 
period, states that the Ogino-Knaus method is cor- 
rect and practical and that at least eighty per cent 
of all women menstruate regularly enough to make 
use of natural conception control 


- Oo - 


Tooth Extraction Is No Longer Terrifying 
Contrary to the usual belief, tooth removal is a 
gentle art. It has no place for strong-arm meth- 
cds. Thus Dr. David W. McLean reassures the lay- 
man in chapter XIV of “These Teeth of Mine” in 
the February Hygeia. The secret, of course, is ef- 
fective anesthesia, which removes all necessity to 
get an extraction over quickly 

Certain kinds of teeth should be removed as soon 
as possible. The hopelessly fractured tooth, with 
pulp uncovered, is one candidate for prompt re- 
moval. 

Present-day operations on teeth will never rank 
as indoor sports, but there is nothing about them 
to inspire terror 

eee a 
The True Economy of Dextri-Maltose 

It is interesting to note that a fair average of 
the length of time an infant receives Dextri-Mal- 
tose is five months; that these five months are 
the most critical of the baby’s life; that the dif- 
ference in cost to the mother between Dextri- 
Maltose and the very cheapest carbohydrate, at 
most is only $6 for this entire period—a few cents 
a day; that, in the end, it costs the mother less to 
employ regular medical attendance for the baby 
than to attempt to do her own feeding, which in 
numerous cases leads to a seriously sick baby 
eventually requiring the most costly medical at- 
tendance. 
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OBITUARIES 


DOCTOR WILLIAM JAMES RISEN 


Dr. W. J. Risen, Hooker, 72-year-old Texas 
County physician, died January 18th follow- 
ing a short illness. 

Dr. Risen was born in Kentucky, January 
24, 1864. He was a graduate of the Louisville 
College of Medicine in 1892. He located in 
Hooker in 1906, where he remained and prac- 
ticed medicine until the time of his death 
He was a member of the First Baptist 
Church of Hooker, a charter member and 
first Master of Hooker Lodge No. 366, A. F. & 
A. M., a member of the Knights Templar, at 
Liberal, and India Shrine at Oklahoma City 
He was county superintendent of health at 
the time of his death 

He is survived by his wife and two sons 


DOCTOR ARLEY ERNEST CARLOCK 


Dr. A. E. Carlock, pioneer physician of 
Hartshorne, died January 10th following a 
long illness 

He was born in Everton, Mo., January 21, 
1873. He came to Indian Territory more than 
thirty-five years ago, beginning his practice 
of medicine in the mining region at Dow, 
before locating at Hartshorne 

Dr. Carlock is survived by his wife, a 
daughter and son and five brothers 

Interment was in Oak Hill Cemetery, Mc- 
Alester 


DOCTOR THOMAS JEFFERSON DODSON 


Dr. T. J. Dodson, former Norman physician, 
died suddenly January llth while preparing 
for an emergency operation in a Clinton 
hospital, from a heart condition 

Dr. Dodson was a native of Texas, receiving 
his education at Centenary College at Lam- 
pasas, Texas, and a medical school in At- 
lanta, Ga. He first practiced medicine at 
Sonora, Texas, coming to Mangum in 1900 
He remained there until 1916 when he locat- 
ed in Picher. From there he moved to Foss, 
Oklahoma, where he has been for the. past 
three years 

He is survived »y his wife and three daugh- 
vers 


DOCTOR MILLINGTON SMITH 


Dr. Millington Smith, 75-year-old pioneer 
Oklahoma City physician, died January 5th, 
following several months illness. He is sur- 
vived by his wife, a daughter and son, two 
brothers and four sisters 

Dr. Smith was born near Arkadelphia, Ark., 
in 1860, and was educated at Washington 
University, St. Louis, Mo. His early practice 
in medicine was at Sulphur Springs, Texas 
He came to Oklahoma City in 1906 and had 
been very active in medical work until the 
time of his illness 

He was a member of his County and State 
Medical organizations, the American Medical 
Association, American College of Surgeons, a 
Mason, and was Medical Director for the 
Mid-Continent Life Insurance Company 

Burial was in Rose Hill Cemetery, Okla- 
homa City. 
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The Value of the Protein Skin Tests in Infantile 
Eczema. Lewis Webb Hill, M.D., Boston, Jour- 
nal American Medical Association, Vol. 102, No. 
12, March 24, 1934. 


In this article the author reviews the question of 
protein sensitization as revealed by three different 
methods of skin testing; namely, the cutaneous, 
the intracutaneous and the method of passive 
transfer. The cutaneous method is the simplest one 
and is less likely to give false positive reaction 
than the intracutaneous test. The latter is more 
delicate but is more prone to give false positive 
reactions. 

The method of passive transfer, in which a small 
amount of blood serum is withdrawn from the in- 
dividual to be tested and is injected into a normal 
person and then the allergen applied, is looked 
upon as being accurate and of special value in ex- 
haustive work in this line. It is really impractical 
in ordinary work. The author describes a scarifier 
which simplifies the technic of making cutaneous 
tests. 


It is interesting to know that of the various 
substances most likely involved in producing skin 
reactions, the egg is one of greatest incidence. 
Although in cases in which there has been no in- 
gestion of egg the sensitivity may exist, leading 
Hill to believe that it is a matter of heredity. This 
sensitivity is gradually overcome as the child be- 
comes older. 

Sensitization to milk does not have nearly as 
high an incidence in infants as that of egg. One 
statement in this article is of particular interest 
in which it is said that practically all infants who 
are sensitive to milk and to egg can be cured by 
using a milk-free diet, whereas, in those who are 
sensitive to egg alone and when not eating a diet 
including eggs it is not possible to withdraw any- 
thing from the diet, and they do not do so well 
Also, it was observed that occasionally infants who 
do not give positive skin tests to milk may be cured 
by the removal of milk from the diet. 


Desensitization has been tried by many methods, 
but has not proved successful. Avoidance of the 
offending food has given best results. Where mul- 
tiple foods are involved it is much more difficult 
to obtain results on account of the inability to 
limit the child to a very few articles. The author 
feels that skin testing is of definite value in help- 
ing to obtain information that leads the way to 
proper dieting. 
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ABSTRACTS : REVIEWS: COMMENTS | 
and CORRESPONDENCE | 
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“What Treatment in Early Syphilis Accomplishes: 
L Relapse and Curative Results. II. Opti- 
mum Treatment. ITI. Comparison of Bruus- 
gaard’s Work and the Three- to Twenty-Year 
Results of the Cooperative Clinical Group. J. H. 
Stokes, L. J. Usilton, H. N. Cole, J. E. Moore, P. A. 
O'Leary, U. J. Wile, T. Parran, Jr., and J. McMul- 
len. Am, J. M. Sc. 188:660, November, 1934. 


“The authors consider the frequency and type 
of all forms of relapse in early stages of syphilis. 
The total incidence was found to be 10.1 per cent 
for all patients treated for any period of time, the 
maximum being 19.7 per cent for patients treated 
six months or longer. 


“The highest incidence of rélapse was found to 
occur in patients with the mucocutaneous type of 
the disease who received treatment in the primary 
stage when the serologic reaction was positive. The 
explanation offered is that at that stage the im- 
munizing or protective effect of a general second- 
ary reaction is lacking. 

“It may be to the advantage of this type of pa- 
tient to allow the condition to progress to second- 
ary syphilis if continuous treatment is available, 
provided due regard for infectiousness is consid- 
ered. Otherwise a patient with primary syphilis 
who shows a positive reaction must be doubly vigi- 
lant regarding treatment and relapse. 

“In this study the terms ‘satisfactory results’ or 
‘cure’ indicate a long series of negative tests of 
the blood, often a negative test of the spinal fluid, 
no recent clinical or serologic evidence of relapse 
and normal results of physical examination. 

“Without regard to the amount or method of 
treatment satisfactory results were obtained in 
52.7 per cent of cases observed for two years or 
longer. 

“In cases of primary syphilis with a negative 
serologic reaction the cures amounted to 86.4 per 
cent after continuous treatment; the figure, how- 
ever, dropped to 64.3 per cent if the reaction of the 
blood had become positive in the primary stage of 
the disease. In patients with primary syphilis and 
a negative serologic reaction even irregular treat- 
ment gave satisfactory results in 54.7 per cent of 
instances 

“When secondary syphilis had developed the con- 
tinuous method of treatment carried on for two 
vears and over resulted in satisfactory results in 
81.5 per cent of the cases. 

“A theoretical discussion is given regarding the 
reasons why certain forms of continuous treat- 
ment give better results in certain stages of the 
infection, according to the function of resistance 
and the interval between courses of treatment. 

“In a consideration of the optimum treatment 
it was found that the greatest percentage of sat- 
isfactory results followed a course of from ten to 
nineteen injections of arsphenamine with the ac- 
companying amount of preparations of heavy 
metals administered in the primary stage of the 
Gisease when the serologic reaction was negative 
When the serologic reaction had become positive, 
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from twenty-five to thirty-five injections of 
arsphenamine were required, and in early cases of 
secondary syphilis (first year) from twenty to 
twenty-nine injections were needed. The percent- 
age of satisfactory results was 85, 65, and 58 per 
cent, respectively, the poorer results obtained in 
some cases being due to the intrinsic resistance of 
the disease. 

“It is believed that low dosage of arsphenamine 
is less valuable than the higher dosage, the inci- 
dence of neurosyphilitic relapse being higher with 
low dosage and intermittent treatment, while 
proper treatment with arsphenamine did not pre- 
dispose to neurosyphilis. ‘Low dosage’ refers to 
from 0.2 to 0.45 gm. for males and from 0.2 to 0.3 
gm. for females. 

“Regardless of the system used preparations of 
heavy metal with at least twenty injections of ars- 
phenamine should be used during the first two 
years of the disease. If satisfactory results are not 
obtained more arsephenamine should be given. 

“If during a two-year period of treatment the 
patient has progressed steadily to results which are 
satisfactory clinically and serologically, cessation 
of treatment is justified. 

“A comparison is made of 907 cases in which 
treatment was administered (cooperative clinical 
series) with 145 cases of untreated syphilis (Bruus- 
gaard series) observed for from three to ten and 
ten to twenty years. 

“In the untreated patients the incidence of neu- 
rosyphilis was from two to four times greater, and 
that of cutaneous and osseous lesions, from seven- 
teen to twenty-six times greater, than in patients 
who had received treatment. 

“Likewise, from seventy-seven per cent to sixty- 
three per cent of the patients who had received 
treatment but only from twenty-four per cent to 
thirty-six per cent of those in the untreated series 
were free from symptoms and showed a negative 
Wassermann reaction. A small percentage (from 
1.2 to 1.5 per cent) of treated patients whose sero- 
logic reaction was negative had abnormal reactions 
of the spinal fluid after from three to twenty 
years. 

“in the untreated series sixty-one per cent were 
found to be free from symptoms after from three 
to ten years, while ninety-six per cent of those 
who had received adequate treatment were free 
from symptoms. In the group observed from ten to 
twenty years the same treatment resulted in free- 
dom from symptoms in seventy-four per cent of 
the cases. For untreated patients, the figure was 
fifty per cent. 

“Irregular treatment was the chief cause of com- 
plications. 

“Bruusgaard found no evidence of cardiovascu- 
lar syphilis in untreated patients in the group ob- 
served from three to ten years, but in the groups 
observed for longer periods he found that the in- 
cidence was 1.5 per cent in the ten to twenty-year 
group and ten per cent in the twenty to thirty- 
year group. 

“For the cooperative clinical series of treated 
patients the incidence of cardiovascular syphilis 
was as follows: Definite symptoms appeared in 0.7 
per cent and suggestive symptoms in 1.3 per cent 
of the cases in the three to ten-year group. In the 
ten to twenty-year group definite symptoms were 
found in 5.8 per cent and suggestive symptoms in 
4.6 per cent. 

“The members of this clinical group feel that the 
results obtained fully justify adequate and sys- 
tematic modern treatment for early syphilis.” 

(Taken from the Archives of Dermatology and 
Syphilogy, Vol. XXXII, No. 1, July, 1935, 109-110.) 
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A Case of Giant-Cell Tumor of the Sacrum Which 
Invaded the Inferior Vena Cava. Albert C. Free- 
man, Kenneth K. Kinney, and Maurice R. Moore. 
Amercian Journal Cancer, XXIV, 345, June, 1935. 


The authors report a very interesting giant-cell 
tumor, primarily involving the sacrum, which in- 
vaded or destroyed by pressure both ilia and the 
two lower lumbar vertebrae. At autopsy the inferior 
vena cava was found filled with a thrombus of 
tumor tissue in continuity with the primary tumor 
There were no true metastases. In their discussion 
the authors note that the sacrum is a very rare 
location for a giant-cell tumor. In their opinion 
there was ground for assuming that trauma was 
of etiological significance. The report is illustrated 
with photomicrograph, roentgenogram, and a pho- 
tograph. 


Untersuchungen Uber Kyphosis Adolescentium (In- 
vestigations on Juvenile Kyphosis). Bruns’ Beitr. 
z. klin. Chir., CLX, 13, 1934. 


In this article the author reviews the different 
etiological considerations in juvenile kyphosis up 
to Schmorl’s explanation. He then follows Schmorl 
and considers the presence of herniations of the 
substance of the intervertebral disc as a more im- 
portant symptom than the occurrence of kyphosis. 
In a number of cases with the typical clinical pic- 
ture, deformity of the spine was absent, but 
Schmorl’s nodules could be demonstrated in the 
roentgenograms. These herniations may be asso- 
ciated with pain, so that pain is, as a rule, the 
earlier symptom. The symptom of deformity seems 
to be overestimated. In forty-five per cent of 
twenty-nine cases, the deformity was not noticed 
by the patients or relatives; in twenty-one per 
cent, other persons called the patient's attention 
to the deformity; and even on clinical examination 
spinal deformity was absent in twenty-one per cent 
of the cases. The author suggests, therefore, the 
term “cartilaginous body disease”’ because he sees 
in the herniation of the intervertebral disc the 
etiological factor of the disease 


Concerning the Evaluation of Late Results of the 
Surgical and Conservative Treatment of Tuber- 
culous Spondylitis in Children. L. P. Marian- 
chik. Soviet Surg. Il, 79, 1935. 


The author bases his conclusions on observations 
made upon one hundred seventy patients. The 
ages of the patients varied between four and fif- 
teen years. 

Nine patients were operated on, the Albee bone- 
graft operation and its modification being used. 
Three of these patients died. The post-mortem ex- 
amination in two cases revealed progressive tuber- 
culous destruction of the vertebrae, although the 
bone grafts produced excellent fusion of the spine. 

One hundred and sixty-one patients were treated 
conservatively and there were two deaths. 

A comparison of the two groups, as to the char- 
acter of complications, mortality, general condi- 
tion of health, and amount of activity permits the 
following conclusions: The Albee operation with its 
modifications, although immediately satisfactory, 
produces later exacerbations of the tuberculous 
process and, therefore, should not be performed on 
children. The conservative method, consisting of 
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the early and persistent use of all known climato- 

logical and orthopaedic measures, is preferable to 

the Albee operation in children. 

Transformation en Chondro-Sarcome D’une Mal- 
adie Osteogenique (Transformation of an Osteo- 
genic Tumor into Chondrosarcoma). Robert- 
Didier. Presse Med. XLIII, 915, June 8, 1935. 


A woman, thirty-one years old, was operated up- 
on in July, 1933, for a large exostosis of the anteri- 
or thoracic wail of three months’ duration. This 
mass was removed and the pathological examina- 
tion showed chondro-osteosarcoma. In October, the 
tumor had recurred and, at subsequent operation, 
two-thirds of the lower half of the sternum and 
from ten to twelve ceniimeters of the lower ribs 
were resected en masse. In April, 1934, another re- 
currence was noted. A third operation was per- 
formed and since then the patient has remained 
well. 

Because of the possibility that even an apparent- 
ly benign exostosis may assume malignant charac- 
teristics, the authors advise early and complete 
excision of all osteochondromata. 
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Cholecystendesis or Cholecystotomy, Apropos of 
Nine Personal Cases (La Cholecystendese ou 
Cholecystotomie, A’ Propos de 9 Cas Person- 
nels). By Pierre Smith and Gustave Roy, Hopital 
Saint-Luc, Montreal. L’Union Medicale du 
Canada, January, 1936. 


The burden of this article is an argument in 
favor of less radical procedures in disease of the 
gall bladder and particularly a recommendation 
of an operation which has been named cholecys- 
tendesis (cholecystendese), in selected cases. It is 
preceded by this quotation from Einharn in 1926: 
“In calculosis of the gallbladder, do only what is 
strictly necessary and nothing else; hold preferably 
to conservative practices.” 

Having observed, with many other surgeons, the 
persistence of rebellious post-operative hepatic 
pain, transient or prolonged icterus, and digestive 
difficulties, following cholecystectomy, the authors 
began, on June 15, 1934, to do the operation of 
cholecystendesis (cholecystendese), which had been 
brought to their attention in an article by Bene- 
detto Schiassi of Bologne, in the Journal de Chi- 
rurgie, January, 1934. Since that time, they have 
been able to do a cholecystendesis in nine out of 
eighteen operations for disease of the bile tract 
area. As a result of this rather brief experience, 
they recommend the operation because of its sim- 
plicity, immediate safety and the well being after 
the operation. 

The technique of the operation is as follows: 
The gallbladder is isolated, opened, emptied of its 
contents: bile debris and ca!culi. It is closed by 
suture, and replaced free in the abdominal cavity. 
This is a general sketch of the procedure, but cer- 
tain particular things must be done, to wit: 

1. The gallbladder region is perfectly protected 
(obviously, by compresses, etc.) 

2. Two small silk sutures are placed through 
the serosa some little distance apart. These sutures 
are for lifting up and making tense a small area. 
They are to be used as handles (anses). 

3. The gallbladder is punctured by a needle of 


pretty large caliber between the sutures, holding 
the area between them on the stretch, and the 
intra-vesicular bile is aspirated. 

4. With the point of puncture as the center, an 
incision two or three centimeters in length, fol- 
lowing the axis of gallbladder, is made through the 
wall with a bistoury. 


5. The sutures are replaced by a small holding 
forceps applied to each lip of incision 


6. Calculi are extracted by forceps or dull cu- 
rette. 

7. The cavity of gallbladder is explored by index 
finger in order to determine condition of intra- 
vesicular cavity and especially if calculi have been 
overlooked. 

8. The cavity of gallblacder is cleansed by in- 
troducing small strips of gauze, soaked in distilled 
water after which multiple strips of gauze, soaked 
in ether, are employed, one after another. 


9. After cleansing, the incision is closed in the 
following way: 

(a) Through and through suture of small cat- 
gut, followed by cleansing the suture line with 
distilled water, then by ether. 

(b) The first suture line is covered by sero- 
serous Lembert suture of fine siik.. 

(c) A second line Lembert sero-serous of small 
silk may be advisable, but is optional (“faculta- 
tive”). Final cleansing of suture line with distilled 
water, followed by ether. 

The abdominal wound is closed in layers (ferm- 
ture etagee), with or without drainage, according 
to circumstances. When there is any doubt drain- 
age is employed. 

The operation of cholecystendesis, as sketched, 
has been followed by satisfactory results in each 
of the nine cases in which the authors have done 
it, and they believe that it is applicable where 
the gailbladder walls present a normal aspect with 
bluish siate color; where there is little or no thick- 
ening of the walls, where the serosa is smooth 
and mobile upon the subjacent tissue; where in- 
fection and tumefaction of mucosa in only prob- 
able, but without ulceration. The ideal case is that 
where one finds a single calculus, or a few calculi 
of moderate size, easily exterpable. 


It is perfectly clear that the authors do not 
advise the operation of cholecystendesis outside of 
a iimited pathological field. After remarking that 
the contra-indications of cholecystendesis will be- 
come indications for either cholecystotomy or 
cholecystectomy, they briefly consider the patho- 
logical states in which they believe that one or the 
other of these operations should be done: 


1. Cholecystotomy is a proper procedure when 
there is infection of the biliary tract, when there 
is angiocholitis, when there are calculi in the 
choledochus. Biliary mud, black bile, lymphangitis 
or adenitis in anatomical relation with the chole- 
dochus are indications for cholecystotomy.. Like- 
wise, when there is a big liver, or evidences of 
pancreatic disease; when the patient is “hepatic” 
or the disease “humuoral’’; when the general state 
is precarious; when the gallbladder walls are mod- 
erately thickened, the serosa pale but smooth and 
glossy; when there is evidently infection, with 
modifications and ulcerations of the mucosa. Here 
chole-cystotomy with a Pezzer drain and fixation 
of gallbladder to peritoneum or muscle is advised. 

2. Cholecystectomy is advised when the capacity 
and the walls of the gallbladder are gravely altered 
to the extent that its functions as a retractile 
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reservoir, and as an organ for concentration of 
bile, are suppressed. 

This interference with function is found in hy- 
drops with mucous and “white bile”; in sclero- 
atrophic cholecystitis and in the degenerated gall- 
bladder. This interference with function is found, 
too, in infected gallbladders, with phlegmon, gan- 
grene, perforation, but here the authors advise 
cholecystectomy only “when the patient is in good 
general condition” (“lorsque to malade presente un 
bon etat general’’). LeRoy Long. 


Surgery of the Gallbladder and Biliary Tract. By 
Frank Glenn. Annals of Surgery, January, 1936, 
Page 77. 

Three hundred and sixty cases of non-malignant 
diseases of the gallbladder and biliary tract are 
reported in which operation was followed by a 
mortality of 3.3 per cent. The mortality for chole- 
cystectomy alone was 1.9 per cent. When combined 
with exploration and drainage of the common duct, 
cholecystectomy or cholecystostomy was attended 
by a mortality of nine per cent. Secondary plastic 
operations, fortunately rarely necessary, led to a 
very high mortality (forty per cent). 

Indications and methods for exploration of the 
common duct. The author does not believe with 
Lahey that the ducts should be opened and 
searched for stones whenever the gallbladder is 
found thickened or contracted. He does not be- 
lieve that the common duct should be explored 
routinely because it is a formidable procedure, add- 
ing definitely to the post-operative burden and 
sometimes to the mortality rate. He enumerates 
his criteria for exploration of the common duct as 
follows: (a) In which there are stones palpable in 
the duct; (b) in which there has been a history 
of progressive jaundice or repeated attacks of 
jaundice; (c) in which the common duct is dilated; 
(d) in which the head of the pancreas is indurated 


Induration of the head of the pancreas is often 
associated with obstruction due to stones in the 
ampulla of Vater and should be considered an in- 
dication for, rather than against, exploration. He 
thinks that the indurated common duct found in 
acute and sub-acute inflammatory processes of the 
gallbladder and which is associated with only a 
mild degree of jaundice shvould not be molested, 
for it seldom contains stones. If the duct is dis- 
‘ended, as well as indurated, the situation is al- 
tered. Patients with cholecystitis and cholelithia- 
Sis, giving histories of repeated attacks of jaun- 
dice, should be explored with particular care not 
to overlook stones; it is in these cases that ex- 
ploration has revealed stones in the hepatic duct 


In ‘their cases autopsy of the twelve death cases 
showed two instances in which stones in the com- 
mon duct had been overlcoked at operation. The 
author comments that unfortunately, this is not 
an uncommon experience in surgery of the com- 
mon duct and any method which tends to elimi- 
nate it should be employed. They have used the 
Cameron light in exploration of the common duct 
The light is introduced and passed downward 
through the common duct toward the duodenum 
If an obstruction is present its position can be de- 
termined, and, because of the difference in density 
of stones and the duct, the stones will be clearly 
outlined, enabling one to determine the nature of 
their surface. They have found the light of value 
in demonstrating the presence of a stone in the 
region of the ampulla of Vater. If stones are in 
this region they will be outlined against the less 
dense walls. They think that the light is of dis- 
tinct value in this location because it is here that 
stones are most easily overlooked because it is pos- 


sible to introduce a catheter past the stone into 
the duodenum and to irrigate around the stone 
without noting any obstruction. After exploration 
of the duct their method of drainage of the duct is 
to introduce a catheter through the cystic duct into 
the common duct and to then completely sew up 
the incision in the wali of the common duct 

Acute cholecystitis. There is a widely accepted 
opinion that the welfare of a patient with acute 
cholecystitis, on the whole, is best conserved by 
waiting for the acute process to subside and to 
then operate, if operation is contemplated, after 
the disappearance of the acute symptoms. The 
reasons given for these procedures are first, that 
the acutely inflamed viscus generally takes care 
of itself and that, therefore, complications due to 
gangrene and perforation do not occur; and second, 
that there is greater danger to the patient to un- 
aergo an operation during the acute stage of the 
inflammatory process than during an interval or 
chronic stage. The author thinks that the majority 
of cases of acute cholecystitis do subside; how- 
ever, those that do not subside contribute in large 
measure to the high mortality in the surgical 
treatment of this disease. Their experienve has not 
borneout the statement that there is increased 
danger to the patient from an operation during the 
acute stage of the disease. They say that they have 
operated on eighty cases of acute cholecystitis 
treated in the early stages and that there were 
four deaths, which makes a mortality of five per 
cent. They even believe that the acutely inflamed 
gallbladder is removed more easily than the 
chronically inflamed gallbladder, and that the 
post-operative course is no more stormy. 

The danger of gangrene and perforation of the 
gallbladder in acute cholecystitis is stressed. There 
were twelve instances of perforation in eighty of 
their acute cases. They quote several authors and 
come to the conclusion that it is probably fair to 
state that between fifteen and twenty per cent 
of all cases of acute cholecystitis show evidence of 
perforation. These are the cases which develop 
the associated conditions of abdominal abscess, 
liver abscess and peritonitis, which raise the mor- 
tality in gallbladder and biliary tract surgery. 

An analysis of the deaths in this series of cases 
showed that the chief causes of mortality in gall- 
bladder and biliary tract surgery are an impaired 
cardiorenal system, jaundice and a damaged liver 

LeRoy D. Long 


Rupture of the Graafian Follicle and Corpus Lu- 
teum. Surgery, Gynecology and Obstetrics, Jan- 
uary, 1936. By W. Fenn Hoyt, M.D., and Joe 
Vincent Meigs, M.D., Boston, Mass. 


This article is based upon fifty-eight patients 
who had had hemorrhage from rupture of the 
graafian follicle or corpus luteum that had caused 
symptoms severe enough to require operation in 
the years 1929 to 1934 at the Massachusetts Gen- 
eral Hospital 

Such hemorrhage from rupture of the graafian 
follicle or corpus luteum may cause symptoms of 
severe or mild abdominal pain and it may be seri- 
ous enough to require immediate operation or so 
inconsequential that observation and rest in bed is 
the only necessary treatment. The consideration of 
this condition is extremely important in determin- 
ing accurately the diagnosis where abdominal pain 
is the principal symptom. Unquestionably many 
cases of “appendicitis” in young women have un- 
dergone appendectomy with a mistaken diagnosis 
when the actual condition was the pathology con- 
sidered in this article. 

These authors mention the conclusion of many 
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investigators that the time of rupture of the graaf- 
ian follicle is the mid-point of the menstrual cycle. 
“Discomfort in any woman from the supposed time 
of ovulation to the on-coming menses may be due 
to rupture or bleeding.” 

The following is a summary of the article: 

“1. Fifty-eight cases of rupture of the graafian 
follicle or the corpus luteum simulating other acute 
abdominal disease are reporied. 

“2. Trauma has not been found to be an etio- 
logical factor in any case of this series. 

“3. The relation of the onset of symptoms to 
the day of menstruation is an important diagnostic 
point. 

“4. The sudden onset of pain, low temperature, 
slightly elevated pulse, and low white blood count, 
all out of proportion to the pain, are suggestive of 
this lesion in the mild cases. 

“5. Patients with severe hemorrhage following 
rupture show signs of a more diffuse tenderness, 
are sometimes faint, and have referred phrenic 
nerve shoulder pain. 

“6. A lower abdominal paramedian or midline 
incision is advised, so that the ovaries may be ex- 
plored under direct vision. 

“7. The ovary should be conserved if possible. 
The lining of the lesion may be shelled out and the 
ovary reconstructed with a fine atraumatic suture. 

“8. This normal or pathological physiology of 
the ovary should be considered in the differential 
diagnosis of acute abdominal pain.” 

COMMENT: Pain from ruptured graafian folli- 
cle and also from hemorrhage from the ruptured 
follicle or the corpus luteum is a very common 
complaint. It is significant that the majority of 
these cases are due to hemorrhage within and 
from the corpus luteum and occur from the time 
of supposed ovulation to the onset of the next ex- 
pected menstruation. In an otherwise normal pelvis 
nearly all of these enlarged ovaries will return to 
normal without intervention. Most will demonstrate 
in the ensuing menstruations either changes in 
time, duration or amount. 

Some of these ovaries will become so large that 
twisting of the pedicle will occur with gangrene, 
necessitating early operation 

Except in these patients with twisted pedicle and 
gangrene and except in the patients where there 
is prostration and severe constitutional reaction, a 
period of observation will many times lead to the 
avoidance of surgical operation or to a more con- 
servative and therefore better procedure. Naturally, 
in those cases where appendicitis is the probable 
diagnosis, though there remains some doubt after 
most careful investigation, appendectomy through 
an incision allowing inspection of the pelvis is the 
procedure of choice because of the dangers in re- 
lation to the acute inflammatory disease of the 
appendix. Otherwise it is my firm conviction that 
one.may thus avoid some unnecessary operations 
and that a better and more conservative operation, 
if necessary, can be done after a reasonable period 
of observation. Wendell Long. 

ee Q 
The Therapeutics of the Cook County Hospital: 
Causal Therapy of Contact Dermatitis 

In collaboration with Theodore Cornbleet, Ber- 
nard Fantus, Chicago (Journal A. M. A., December 
21, 1935), discusses the casual therapy of contact 
dermatitis as it is carried out by the attending 
staff of the Cook County Hospital. The discussion 
entails the discovery of the irritant, the prevention 
of exposure to irritant, the removal of the predis- 
posing cause, desensitization and symptomatic 
treatment. 
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By C. E. BRADLEY, M.D. 


Allergic Bronchopneumonia. Hyman Miller, M.D., 
George Piness, M.D., Ben F. Feingold, M.D., Los 
Angeles, Calif., and Townsend B, Friedman, M.D., 
Chicago, Ill. Journal of Pediatrics, December, 
1935, Vol. 7, No. 6, Pages 768-789. 


In an effort to clarify and point out the fact 
that often times pulmonary disturbances which 
appear symptomatically to be infectious are in 
reality allergic, the authors present eleven case 
histories with roentgenograms by which they have 
followed the course of the pulmonary processes 
which were responsible for the cases; they also re- 
port findings and conclusions from over 1200 other 
cases. 

The patients in the eleven cases presented 
ranged from two to ten years of age with one six 
weeks old female, and one three months old male. 
The cases were about equally divided between 
males and females. All except four gave family 
histories of allergy; two of those who did not gave 
negative histories for allergy, and in two cases 
family histories were not available. 


They presented histories of frequent attacks of 
bronchitis, with fever, asthma, several attacks of 
pneumonia, eczema, periodic attacks of coughing, 
attacks of abdominal pain and urticaria, frequent 
colds with nasal obstruction, coughing, sneezing 
and fever. 

On examination and during their residence in 
the hospital they presented the following symp- 
toms: fever, labored respiration, rapid difficult 
breathing which was often bronchial, severe coughs, 
dyspnea, allergic vomiting, with pain in ear sug- 
gestive of otitis media, eczema, and atelectes. 

In all cases the Muntoux tests were negative. 

Diagnoses of bronchopneumonia, hilus pneu- 
monia, chronic follicular tonsilitis with acute 
rhinitis, perifocal tuberculosis, active tuberculosis, 
pneumonic process with possible lung abscess, 
bronchiectasis, foreign body in the lung, and in 
one case asthma were made clinically and roent- 
genologically; these were of course abandoned for 
a diagnosis of asthmatic bronchitis and allergic 
bronchopneumonia because of the rapid recovery 
which the patients made when they were given 
specific treatment after being tested in the allergy 
clinic for sensitivity to various foods, irritants, 
grasses, etc. 

The other cases reported were very similar to 
those given in detail, and the authors classify 
these various allergic phenomenon into three 
groups: (1) those resulting from bronchial obstruc- 
tion; (2) those resulting from an allergic reaction 
of the lung parenchyma; and (3) a combination 
of the two processes. 

Bronchial obstruction in an allergic individual 
may result from constriction in spasm of the 
bronchial musculature; from thickening of the 
walls of the bronchi by edema, hyperplasia, hyper- 
trophy and cellular infiltration; from secretion of 
thick and tenacious mucus which occlude the 
bronchi; and from paradoxical collapse of the 
bronchi during expiration. 

Allergy of the lung parenchyma has been demon- 
strated in the anaphalactic reactions of animals, 
experimentally; as well as in bronchial involve- 
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ment and bronchial asthma in man, clinically and 
from histological examinations. 

These three classes of allergic phenomenon were 
discussed in detail, and the symptoms and direct 
explanations of these symptoms were given. 

The authors feel that the data and the discus- 
sion which they have presented justifies the recog- 
nition of a definite clinical entity which they 
choose to call “allergic bronchopneumonia.” A com- 
plete summary of symptoms, etiology, course, 
chronic and recurrent forms, complications, pa- 
thology, and prognosis of this syndrome is given 


Third Generation Syphilis. Harold A. Rosenbaum, 
M.D., and Harry aulkner, M.D., Chicago, ILL 
The Journal of Pediatrics, Vol. 7, No. 6, Decem- 
ber, 1935, Page 797. 

Because the question of third generation syphilis 
is still a controversial one, the authors present two 
family histories with evidence of third generation 
syphilis. Both examples meet Stokes rigid criteria 
for the identification of the tnird-generation syph- 
ilis, that is: 


1. Acquired syphilis must be demonstrated in 
the grandmother and preferably also the grand- 
father. 

2. Prenatal as distinguished from acquired 
syphilis must be demonstrated in the mother of 
the third generation case. Acquired syphilis must 
be excluded in her case, and the father must be 
proved to be healthy. 

3. There must be incontestible evidence of 
prenatal syphilis in the third generation 

4. Manifestations must appear soon after birth 
in both the second and third generations. 

The grandfathers in both of these families are 
dead; they died at an early age, suddenly, and of 
unknown causes. 


In the first family the grandmother had a four 
plus Wassermann and Kahn, and was not treated 
until 1933. The first, third, fourth, and sixth preg- 
nancies showed four plus Wassermann and Kahn 
reactions; and the third and sixth had Hutchison 
teeth. The first, John, was married, but his wife 
and family showed no evidence of the disease 
The second pregnancy was stillborn, and the fifth, 
his wife, and children show no evidence of syphilis 


The third pregnancy married and her husband 
has never shown any evidence of syphilis, and his 
Wassermann and Kahn reactions have always 
been negative. Their first child died of burns at six 
and one-half years, and no records were obtainable 
excepting that the mother had a four plus Was- 
sermann at the time of this pregnancy. The second 
and third children had four plus Wasserman and 
Kahn reactions with typical syphilitic facies, 
rhagades, epitrochlears large, dactylitis. The fourth 
and fifth children were not syphilitic 


The grandmother in the second family had a 
history of acquiring syphilis from her husband, 
which was confirmed by her physician, and they 
both received treatment in 1910 

Their first child showed four plus Wassermann 
and Kahn reactions, but gave no clinical evidences 
of syphilis. Her husband had negative Wasser- 
mann and Kahn reactions and gave no history or 
physical findings of syphilis. Their first child was 
clinically and serologically free from syphilis. The 
second gave a two plus Wasserman in the choles- 
terol with negative acetone and Kahn reactions on 
November 6, 1934. subsequent Wassermanns on 
November 13, gave one plus reaction in cholesterol 
with negative acetone and Kahn; and on Novem- 
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ber 22, Wassermann and Kahn reactions were 
completeiy negative 

The second child of the grandmother was clini- 
cally and serologically free from syphilis. 

The third child of the grandparents was clinical- 
ly negative for congenital syphilis, but had a four 
plus Wassermann and Kahn. Her husband was 
clinically and serological'!y negative for the dis- 
ease. Their first child was also clinically and 
serologically negative for syphilis. The second and 
third pregnancies were induced miscarriages; the 
fourth had paroxysmal hemoglobinuria, with four 
plus Wassermann and Kahn 

The grandparents’ fourth child was a still birth, 
but the physician who delivered it authenticated 
evidences of syphilis 

These two complete family histories give un- 
mistakable evidence of third generation syphilis 


By HUGH JETER, M.D 
On Chronic Hypertension of Nervous Origin. J. J. 

Izquierdo, M.D., Mexico, D. F. Journal of Labor- 

atory and Clinical Medicine, Vol. 21, December, 

1935, Page 235. 

In this the author has given the practical and 
formulative principles concerning the nervous reg- 
ulation of hypertension in both animals and the 
human. He has in a direct, conclusive way illus- 
trated beautifully the regulatory nerve trunks and 
located definitely the area at the bifurcation of 
the cerotid arteries where the pressure receptors 
and the presso-sensible nerves originate. 

Numerous experiments and observations in con- 
nection with pressure on and below this area in 
the human seem to demonstrate definitely that 
there does exist a form of hypertension which is 
due to a reduced, or perhaps absent, function of 
this self-regulating mechanism. It is shown in 
animals that continuous ‘(for more than a year 
and one-half, which is about one-fourth of their 
normal lifetime) pressure in dogs (two hundred io 
two hundred fifty mm. Hg.) causes calcification of 
the aorta. 

The author indicates that in man the morbid 
lesion must be located in the receptors themselves, 
primarily or secondarily altered by previous 
changes in the arterial walls, where they are lo- 
cated. He says: “There is no possible doubt about 
this: hypertension may lead by itself to the pro- 
duction of arterio-sclerosis, probably as the result 
of strain which a continuous exaggerated disten- 
sion puts upon the circulation within the arterial 
walls.” 

It appears that the existence of a primary and 
permanent hypertension, due to functional de- 
ficiency of the nervous regulatory apparatus, seems 
to be on its way toward recognition 
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Staples and Double-Pointed Tacks as Foreign 
Bodies. Jackson and Jackson, M.D’s., Philadel- 
phia. Archives of Otolaryngology, November, 
1935. 


The incidence and etiology is given after the 
object is described. They are much more difficult 
and dangerous to remove than are single pointed 
objects. This clinic records fifty-one cases of 
double-pointed objects, of which twenty-seven 
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have been of the unbendable, unbreakable class; 
the other twenty-four cases are not classified. 

The pathologic changes are at first very slight 
because the foreign body is metallic and not ob- 
structive. The points are soon hidden in the mu- 
cosa and become covered with an annular edema 
which makes the search for them the more trying. 
Corrosion occurs with subsequent infection and in- 
flammation to the surrounding tissues. Ventilation 
and drainage are impaired and we have the same 
condition as of a drowned lung—pus in the normal 
passages. Later if the object is not removed the 
passages break down and there is a lung abscess. 
Ionization during the process of oxidation some- 
times prevents suppuration. 

Symptoms are variable. Usually at first there is 
coughing, choking and gagging which may or may 
not be noticed in children. Weeks or months may 
follow devoid of any symptoms until a productive 
cough appears with the complete syndrome of a 
chronic pulmonary sepsis. At this stage there is a 
septic temperature while in the early stages there 
is rarely any fever at all. Pulse and respiration in- 
crease with the sepsis. Comparatively there is less 
leukocytosis than in any other pulmonary condi- 
tion. It is this secondary infection that proves 
fatal unless the cause is removed. 

It, is possible to remove all such objects through 
the mouth practically without mortality unless 
there has been previous ill advised unsuccessful 
efforts at removal. “Advancing points perforate 
whereas trailing points are relatively harmless” is 
an axiom never to be forgotten in dealing with 
pointed objects. If the objects are bendable the 
points are brought togeiner and sheathed in the 
mouth of the bronchoscope. In this class are 
double-pointed pins, paper clips and metal clips. 
The typical hair pin may also be considered here. 
The later type of hair pin has closely approximated 
ends which are no particular hazard. In the un- 
bendable, unbreakable, double-pointed foreign 
bodies such as staples and double-pointed tacks, 
version of the foreign body must be done before 
removal to prevent perforation and tearing of the 
bronchial wall. Jackson has a special staple bron- 
choscope for this purpose. Preference is given to 
sheathing and extraction in the fluroscopic room 
with use of the biplane fluroscope. The most vital 
reason for this is to be sure that both points are 
sheathed before there is any traction made. 

The table which is published with the article 
includes illustration and name of the foreign body, 
age and sex of the patient, location and sojourn of 
the foreign body, anaesthetic used, the problem 
which the operator had to solve, the forceps used, 
the point of seizure of the foreign body, the result 
obtained, the time consumed in the operation and 
the final comment. 


Neurinoma de la orbita. (Neurinoma of the orbit). 
Cc. S. Damel and R. R. Villegas, R.R. (South 
America). Archives de Oftalmologia Hispano- 
Americanos, February, 1935. Published in the 
British Journal of Ophthalmology, December, 
1935. Abstract by E. E. Cass. 


Damel and Villegas state that neurinoma of the 
orbit is a very rare tumour. They have only been 
able to find twelve cases in the literature on the 
subject and in these cases the nomenclature has 
varied considerably, according to the authors’ con- 
ception of the patholegy of the condition. 

The case that they themselves describe is that 
of a young man, thirty-six years of age, who had 
a past history of syphilis, and had had erisypelas 
on the left side of his face. For three years he had 
had a gradually increasing proptosis of the left 


eye; when examined by the authors he had an 
appreciable proptosis of the left eye with some 
deviation laterally and downwards. The vision was 
normal and nothing abnormal was found in the 
fundus. As the Wassermann reaction was still pos- 
itive in spite of previous treatment, they gave 
him further anti-syphilitic treatment. 

Three months later, when seen again, a tumour 
could be felt in the orbit, and there was some limi- 
tation of upward and outward movements of the 
eye. The pupils were equal and reacted well; the 
vision was still normal, but there was some oedema 
of the disc. 

An operation was performed, and a tumour was 
found situated between the optic nerve, which sup- 
ported it like a hammock, and the roof of the orbit. 
The tumour was removed and convalescence was 
uneventful. The vision was normal after the opera- 
tion, and the oedema of the disc disappeared. 

The tumour itself was about one and one-half 
inches long, and it had a small central cavity. On 
the surface it showed various zones of hemorrhages 
with numerous yellowish-white areas. 

The microscopic appearance of this tumour is 
described at some length. 

These tumours appear in young people, they 
have a slow growth, and there is very little pain 
or symptoms until the tumour grows so large that 
it causes limitation of movements, diplopia or loss 
of vision when the tumour presses on the optic 
nerve. 

In the authors’ opinion the tumour originated in 
the nerves of the dura-mater of the optic nerve. 


Cancer of the Epiglottis. Gabriel Tucker, M.D., 
Philadelphia. Annals of Otology, Rhinology and 
Laryngology, December, 1935. 


Tucker puts this disease in the extrinsic group 
of laryngeal malignancies which have early metas- 
tasis and extension. This is true of the epiglottis 
if cancer occurs on the under or lingual surface. 
When it occurs on the under surface it is usually 
slow growing and slow to metastasize probably due 
to the presence and location of the cartilage of the 
epiglottis. Conservative surgical treatment, such as 
removal of the epiglottis, may effect a cure here if 
the disease has not advanced too far. 

He gives three methods of removal of the epi- 
glottis. (1) Removal of the epiglottis by thermo- 
cautery or snare through the mouth by means of 
suspension laryngoscopy. (2) Excision of the epi- 
glottis by the transhyoid approach. (3) Excision of 
the epiglottis by the lateral pharyngotomy ap- 
proach. 

A case is reported of a cancer of the epiglottis 
which was confined to its under surface. It oc- 
cured in a male, age sixty-seven years. He gave a 
history of discomfort for a year before examina- 
tion. Hoarseness was not a constant symptom. To- 
bacco had been used in moderation, but the use of 
alcohol was denied. The famiiy history was nega- 
tive. There was an ulcerating area on the under 
surface of the epiglottis which was elevated and 
had the appearance of a cancerous infiltration. 
The upper surface of the epiglottis was clear as the 
lesion did not extend to the margin from the under 
surface. Biopsy showed squamous cell carcinoma. 
There was no adenopathy present. A preliminary 
tracheotomy was done ten days before operation. 
Using the laryngofissure route the author did a 
total extirpation of the epiglottis. The anaesthetic 
used was avertin and novocain. The operation is 
described quite clearly, step by step with the dif- 
ficulties that one might expect to encounter dur- 
ing such a procedure. The post-operative care is 
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given and mention is made of the difficulty the 
patient first had when the feeding tube was re- 
moved. 

At the end of two weeks the patient left the hos- 
pital without the feeding tube or the tracheotomy 
tube. Three and a half years later the patient ap- 
peared to be perfectly well with a normally func- 
tioning larynx and a normal voice. Illustrations 
accompany the article. 

Obstructions of the Trachea. Lionel Colledge, Lon- 
don. The Journal of Laryngology and Otology, 

December, 1935. 


Colledge divides the causes of tracheal obstruc- 
tion into: (1) extrinsic lesions which cause com- 
pression of the trachea; and (2) intrinsic diseases 
in the tracheal wall itself. 

In the first group the author places mediastinal 
tumours, enlarged glands, aneurysms and most 
common in occurrence, goiters and cancers. If 
the goitre is benign he advises removal of enough 
of it to relieve the pressure on the trachea. If the 
goitre is malignant great caution must be used in 
any surgical manipulation as the author relates a 
case of a tracheotomy done where the patient died 
the following day from blood going down the 
trachea. Usually the growth has to be divided in 
& case of this kind in order to reach the trachea 
and there is not any way to control the ensuing 
hemorrhage. Long flexible tubes (Konig’s) used to 
pass beyond the obstruction are also unsatisfactory 
Crile suggests dividing the sterno-thyroid and ihe 
sterno-hyoid in order to give the tumour room to 
expand. 

The author relates of a subsequent patient with 
an enormous goitre which reached up to under her 
ears (probably sarcomatous) whom he advised to 
have nothing done. She was later treated with a 
radium collar which gave her relief for several 
months. He is of the present opinion that deep- 
x-ray is the best manner fcr treating these pa- 
tients. 

Semon warns one that in doing a tracheotomy 
for double abductor paralysis you are liable to 
find another obstruction lower down. He cites a 
patient with a large goitre and also carcinoma of 
the oesophagus which caused double abductor 
paralysis. The patient died during the tracheoto- 
my. An abscess had formed between the oesopha- 
gus, the trachea and the right lobe of the thyroid 
gland. The pilot of the cannula went into the ab- 
scess. The author relates a similar experience where 
the septum between the trachea and the oesopha- 
gus was destroyed by the growth and the cannula 
was passed into the oesophagus. A tracheotomy 
was prevented on a later case with a malignant 
disease of the oesophagus which had perforated 
just above the bifurcation into the trachea 

In the second group are found syphilis, tubercu- 
losis and new growths. Rhinoscleroma is also men- 
tioned. Excepting syphilis of the larynx, syphilis 
here responds readily to anti-syphilitic treatment 

Tracheai tuberculosis is rare but the treatment 
of one case is given with its attending difficulties. 
Resection of the trachea was finally done success- 
fully and a large Jackson tube enabled the patient 
to speak with a good strong voice. Gluck’s experi- 
ment with thigh amputation of a duck enabling 
the duck to breathe through the stump is related 

The author states that sarcoma is as common as 
carcinoma although primary tumours of the tra- 
chea are rare. In these conditions usually the first 
diagnosis made is asthma. A case of sarcoma of 
the trachea, in a man age forty, is given in detail. 
This is an original manuscript without a biblio- 
graphy. 


The Control of Myopia 
Edward Jackson, Denver (Journal A. M. A., 
November 2, 1935), discusses the results obtained 
by applying preventative and limiting aids in 381 
cases of myopia (755 eyes) seen in private practice, 
determined with cycloplegia and followed through 
periods of from two to thirty-nine years an aver- 
age of nine and one-half years. They include pa- 
tients from four to eighty-two years of age and 
have been grouped and studied according to the 
age periods at which they came under observation 
and at which the constant wearing of the full cor- 
rection was begun. The careful study of myopia is 
a step toward the prevention of the blindness of 
later life. It is not yet known to what extent blind- 
ness from cataract and retinal separation depend 
on myopia or how, through the general nutrition 
of the eyes, myopia and glaucoma may be related 
or opposed to each other. Under ten years of age 
the tendency toward myopia is general and in 
most myopic eyes the defect is increasing. De- 
creases in myopia did not occur before ten years 
of age, but in some patients, placed that early on 
constant use of the full correction, decreases ap- 
peared before twenty. From that time on, about 
one case of myopia in five showed increase until 
over sixty, and after that about one in three. Such 
decrease in the amount of myopia corresponds 
with the increase of hyperopia, found by Priestley 
Smith in his studies of the growth of the crystal- 
line lens, between twenty-five and sixty-five years 
of age. The increase of vision shown, not the better 
vision with correcting glasses but vision developing 
gradually as the glasses were constantly worn, was 
a matter of surprise. It began at the earliest age, 
and was found at all periods of life. In early life it 
might be ascribed to the gradual gain in visual 
acuity, commonly seen after the correction of as- 
tigmatism in young people. But after thirty it was 
best explained by the general improvement of the 
nutrition of the eye, with the wearing constantly 
of glasses that placed it on a footing of equality 
with the emmetropic eye or with the hyperopic eye 
not used excessively for near work. The small pro- 
portion of eyes in which vision decreased, not more 
than one in four, even after middle life, should dis- 
pel the idea that nothing can be done to control 
myopia and preserve the usefulness of myopic eyes. 
Myopia can be controlled by removing its causes 
and securing the essential conditions for healthy 
eye work. 
. _ > — 
Speed and Skill Are Aid in Asphyxia Emergency 
Asphyxia, oxygen want, comes about through in- 
terference with the ordinary act of respiration. Of 
the many causes that induce death by asphyxia- 
tion there is none more common than asphyxia 
resulting from accidents of birth, according to Dr. 
Paluel J. Flagg in the second of the series of arti- 
cles on “P. A. D., Prevent Asphyxial Death,” ap- 
pearing in the February Hygeia 
The physician is trained to deal directly with the 
problem of asphyxia. He can remove all foreign 
matter in the throat by suction. He can deliver 
oxygen and carbon dioxide directly into the pa- 
tient’s throat or even to the lungs under presssure 
that is accurately measured and safe. 
-O 
Glands and Behavior 
While the glands of internal secretion may in- 
fiuence body build and behavior, they alone are 
not entirely responsible. Instead they add their 
influence to all other parts of the body in order 
to bring about a well balanced state of affairs, ac- 
cording to Dr. H. S. Rubenstein whose concluding 
article on “Glands—Their Influence on Body Build 
and Behavior” appears in the February Hygeia 
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CLASSIFIED ADV 


FOR SALE AT A BARGAIN 

Brand New Wappler Model F. Endotherm Equip- 
ment on Mobile Table; consists of Endotherm Unit, 
Mobile Table, and all accessories, including two 
Light High Frequency Cords, one Simplex Foot- 
switch with cable, one Ward Acusector Handle, 15 
Acusectors and one Single Pole Theraclamp. This 
apparatus is arranged for operation on 110 volts, 60 
cycles, alternating current. List $432.00. Close-out 
price $325.00. Write Riggs Optical Company, Mer- 
chandise Mart, Chicago, Illinois. 


SPECIALTY SALESMEN—We are looking for the 
highest type of specialty salesmen to introduce the 
UTERECTORS to physicians all over the country. 
If you are interested in adding to your income by 
handling this favorably received appliance, please 
communicate with us for further details. The Bley 
Corp., 715 Lake St., Chicago. 











